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The inclusion of mental health and addiction content in the curricula of comprehensive baccalaureate 
nursing educational institutions in Ontario is inconsistent. While some studies review the attitudes and 
experiences of nursing students related to mental health and addiction, there is a paucity of research 
exploring the experiences of registered nurses (RNs) and their transition into the area of mental health 
and addictions.  The purpose of this research was to explore and interpret the perspectives of 
psychiatric mental health RNs (PMHNs) regarding the adequacy of preparation for PMHN practice in 
Ontario baccalaureate nursing programs and the impact this preparation had on their experiences 
transitioning into and practicing as PMHNs. Eight participants were interviewed. Data was collected and 
analyzed using Sally Thorne's Interpretive Description method. Themes that emerged from analysis 
included: inconsistent and inadequate preparation, experiencing unique challenges, and PMHNs want 
change. Participants' experiences as students, new nurses, expert nurses, intra-professional nurses and 
their recommendations for universities, health institutions and the nursing profession are discussed, 
interpreted, and integrated with current literature. Recommendations for future research are provided 
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Chapter 1: Introduction 
 
Experiences of Mental Health Registered Nurses from Ontario: 
Perspectives on Preparation for Practice 
"Despite our current emphasis on medical diagnoses, sophisticated technology, economic 
cutbacks and "quick fixes", what patients need most amid this health care maze is sensitive and caring 
individuals who are willing to enter into interpersonal relationships that foster hope and prevent 
hopelessness" (Peplau, 1995, as quoted by Cutcliffe & McKenna, 2018, p.A4). The topic of mental health 
exploded into the priorities of Canadian governments and its citizens with the creation of the Mental 
Health Commission of Canada (MHCC) in 2006 as a result of the pivotal report Out of the Shadows at 
Last (Standing Senate Committee on Social Affairs, Science and Technology, 2006). Trending initiatives 
and advertisements such as Bell Let's Talk (Bell Canada, 2019), and media coverage of celebrity suicides 
(Picard, 2018) have stirred conversations in the general population. The MHCC report (Standing Senate 
Committee on Social Affairs, Science and Technology, 2006) drew attention to the overwhelming cost 
related to under-servicing individuals with Mental Health and Addiction (MHA) concerns. Further to 
that, emerging data in 2011 identified an underestimated economic burden of 42.3 billion dollars of 
direct costs in mental health care and projected 8.9 million Canadians to be living with mental illness by 
2041 (Smetanin et al., 2011).  The burden of MHA disorders is 1.5 times that of all cancers 
(Ratnasingham et al., 2012). Average lengths of stay in Canada's acute care facilities double for those 
with a comorbid mental health condition (Johansen et al., 2011).  The incidence of chronic conditions is 
higher in those without mental illness, and those with mental illness report having higher rates of unmet 
health care needs when admitted (Johansen et al., 2011), which may contribute to prolonged inpatient 
length of stay.  
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MHAs are relevant and integral aspects of health and can impact well-being.  MHA content is 
inconsistently incorporated and even neglected in the curricula of comprehensive undergraduate 
nursing programs in Ontario (Kent-Wilkinson et al., 2016). There has been insufficient attention given to 
the authority of the registered nurses (RNs) who work in this field, particularly in how they perceive 
their undergraduate education to have prepared them for practice and the impact on their everyday 
experiences with some of the most vulnerable persons in society. More than ever, it is essential for 
these nurses to contribute their voices to the understanding of how prepared RNs in Ontario are to care 
for persons with MHA concerns. This study explored the perspectives of psychiatric mental health 
registered nurses (PMHNs) from Ontario regarding the adequacy of comprehensive baccalaureate 
education and its impact on their transition to nursing and their practice experiences. 
Problem Statement 
The nursing undergraduate educational experience is a critical, fundamental driving force 
shaping nurses' knowledge, attitudes, and practice. This is certainly applies considering their interactions 
with individuals with MHA concerns. Undergraduate nursing curricula across Ontario provide 
inconsistent MHA theoretical content and clinical experience to comprehensive nursing students. Loss of 
scope, intra-professional stigma, and ongoing postulated challenges with recruitment and retention are 
noted concerns with comprehensive nursing education models. There is little known about the 
perceptions and experiences of PMHNs in Ontario regarding their generalist preparation, as no study 
known has been completed to include their perspective. Given the number of RNs in the province 
exposed to and working with the MHAs population, there are additional concerns about the impact of 
this generalist preparation on MHA patients, and the relationship between education and stigma. 
Accordingly, this Interpretive Descriptive study aims to explore and interpret RNs' perceptions of the 
adequacy of their generalist undergraduate preparation for mental health nursing, the impact on their 
experiences transitioning into mental health nursing, and their experiences as PMHNs. The questions 
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motivating this study are: What perspectives do PMHNs from Ontario have regarding the adequacy of 
their comprehensive baccalaureate preparation for nursing in MHAs? How does this impact their 
transition into mental health nursing and their experiences as PMHNs? 
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Chapter 2: Literature Review 
There is very little Ontario-specific literature related to experiences of PMHNs who transitioned 
from baccalaureate student to registered nurse (RN). Nevertheless, a review of the literature regarding 
the adequacy of mental health preparation within baccalaureate nursing programs in Canada and 
globally was completed. To contextualize the problem, descriptions of nursing in Ontario, the current 
state of mental health nursing, the international PMHN, experiences of nursing students, and a brief 
review of what is known about transitioning from student to nurse are provided. The literature themes 
included ongoing challenges within the psychiatric-mental health nurse (PMHN) profession itself, such 
as loss of scope, loss of interest in the profession, stigma, lack of professional advancement, and discord 
within professional identity. 
Nursing in Ontario 
In Ontario, nurses are prepared and regulated at three levels: registered practical nurses, RNs, 
and nurse practitioners (NPs). Educational preparation varies by type. To apply for the national 
examination, the individual must have completed mandatory programming by approved educational 
institutions (College of Nurses of Ontario [CNO], 2018a). Preparation as a practical nurse is through a 
college diploma program. Registered practical nurses provide autonomous care for the stable patient 
(CNO, 2018c).  RNs are prepared at the baccalaureate level and provide autonomous care to any patient 
across the acuity and complexity spectrum (CNO, 2018c). NPs are RNs with an expanded scope of 
practice. They are prepared at the graduate level and must complete a Certificate in a specialty area of 
practice. As the nursing profession has evolved, nurses are maintained by registration rather than 
educational preparation. For example, mandatory baccalaureate preparation for RNs only occurred in 
2005 (CNO, 2018b); however, RNs prepared at the diploma level before 2005 presently practice as RNs 
without their baccalaureate degree.   
5 
The Mental Health and Leadership Advisory Council was created in 2014, with a final report of 
the vision and recommendations for Ontarians released in 2017. With prevention in mind, the report 
adeptly identifies the need to increase mental health literacy with primary care providers (general 
practitioners and nurse practitioners). There is, however, little mention about the current mental health 
competency of RNs. The RN group also happens to be the largest clinical body to interface with patients 
in Ontario. In 2019, according to reports run on the CNO nursing employment positions tool (see 
Appendix A), there were 179,849 nurses in Ontario, of which 116,181 are RNs. 7,233 RNs were working 
directly in the specialty area of addiction and mental health. There are even more nurses who work in 
areas with high contact with the MHA population (such as geriatrics, emergency, and case 
management). Arguably, nursing practice, like MHA, permeates all areas of society. From the 
quintessential in-patient bedside medical-surgical nurse to community, public health, law enforcement, 
schools, occupational health, academia, policy development, politics, law, administration, etc., nurses 
will encounter individuals who are at risk for or have active MHA concerns. Therefore, despite the 
desperation for mental health literacy across health care, the historical failure to include mandatory, 
stand-alone theoretical, and clinical MHAs courses within undergraduate nursing curricula is alarming. 
As any RN can become a PHMN, it is important to explore what is known about the present state of the 
specialty. 
The Current State of Mental Health Nursing 
Nation-wide, the educational preparation of baccalaureate nurses caring for the MHA 
population varies significantly (Kent-Wilkinson et al., 2016).  Regulation is managed provincially and 
territorially. Practical nurses, RNs, registered psychiatric nurses, and NPs have practice standards that 
differ by their governing bodies. Nursing scope differs by registration-type and is determined by 
competencies and standards for practice. The Canadian Association of Schools of Nursing (CASN) and 
the Canadian Federation of Mental Health Nurses (CFMHN) have been vocal about their concerns with 
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the lack of consistency with undergraduate nursing education in Canada (Kent-Wilkinson et al., 2016) 
particularly because of the prevalence of the MHAs and the impact on health, society, and economy.  
The preparation and standards for PMHNs are notably inconsistent inter-provincially (Kent-Wilkinson et 
al., 2016; Smith & Khanlou, 2013). The western provinces of British Columbia, Alberta, Saskatchewan, 
and Manitoba have a specialized psychiatric nursing diploma and baccalaureate preparation, 
registration (Registered Psychiatric Nurses), and entry-to-practice competencies.  Comparable to 
Ontario, the eastern Canadian provinces recognize a generalized (comprehensive) nursing preparation 
and registration for entry-to-practice. Specialization occurs with practice experience and continued 
education. 
In Ontario, sixteen accredited educational institutions offer approximately forty program 
streams, which result in a nursing baccalaureate. These programs service various types of educationally 
prepared graduates (CASN, 2018). Entry admission requirements to undergraduate nursing programs 
vary, from a high school diploma, practical nursing prepared, second-degree, and internationally 
educated nurses. There are also compressed time-frame programs, typically completed within three 
years. Within each program, the quality and quantity of mental health theory and clinical curricula vary 
greatly. Curricula range from including elective to mandatory theory and/or clinical courses. Nursing 
students leave their programs with vastly different knowledge and experiential foundations for their 
future practice. 
Education and nursing registration differences impact nursing transferability across provinces 
(Agar, 2016; CNO, 2016). The RPNs are limited in their ability to practice in the eastern provinces, even 
though, arguably, PMHNs across Canada practice within the same roles and scope. Kane (2015) argued 
the educational preparation and minimum competency to practice exam for Registered Nurses has been 
focused on medical, surgical, and critical care nursing practice. Notwithstanding the assertion that non-
PMHNs spend upwards of three hours of their workday on psychosocial interventions (Kane, 2015), 
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there are arguably more mental health patients in the medical setting than patients in the mental health 
setting who require high-level medical skills (Shattell, 2009).  
The International PMHN 
Most international literature on the topic of PMHN education originates from Australia. The 
Australian PMHN communities have identified concerns with generalist preparation, perhaps in 
response to eliminating the direct entry PMHN specialization in the 1980s (Hooper et al., 2016). The 
advantages to specialization described by Hooper et al. include (a) increased knowledge and experience, 
(b) higher rates of employability of graduates, and (c) greater commitment to the role (Hooper et al.). 
According to Happell (2015), these advantages are jeopardized with generalist preparation.  
There are arguments for PMHNs to be prepared in comprehensive nursing education models. 
The three that emerged from the Australian curriculum changes include: (a) portability/transferability of 
nursing skills amongst various clinical settings (b) stigma-reducing mental health education and 
exposure for the non-psychiatric nursing population (to coincide with deinstitutionalization), and (c) 
improved nursing care for the comorbid conditions that the mentally unwell may experience (Happell & 
Cutcliffe, 2011; Hooper et al., 2016; Philip & Edward, 2009). In the United Kingdom, McKeown and 
White (2015) identified concerns with the direct-entry specialization model that is currently employed. 
Patients have identified perspectives of PMHN to have taken a custodial, coercive, biomedical approach 
to nursing. Unfortunately, they also endorse a failure in competency to address physical care needs 
within the PMHN population.  
Conversely, since the elimination of the direct-entry PMHN in Australia, Happell and Cutcliffe 
(2011) determined a loss of interpersonal skills for the new PMHN. Furthermore, the general nursing 
population no longer identifies mental health care in their role or responsibility, and there is a lack of 
evidence that the care of the physical needs of mental health patients has improved (Happell & 
Cutcliffe, 2011). Interests in the PHMN career also diminished with the loss of the direct entry program 
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(Happell & Gaskin, 2012). Anxious perceptions from nursing students about interacting with and caring 
for individuals with mental illness were identified as a significant barrier to considering a career as a 
PMHN (Happell et al., 2014). 
Short-term curriculum changes occurred in certain Australian universities in response to some of 
these concerns. A mental health stream was incorporated into a generalist nursing program, where 
students had the opportunity to gain mental health care familiarity, knowledge, and skills (Happell, 
2014). Program changes were made to increase MHA exposure to non-psychiatric nursing academic staff 
and the general stream nursing students. These changes included service user participation in areas such 
as curriculum development and guest lectures. There were benefits to the universities as well, who were 
able to market themselves as leaders within the mental health nursing industry. Health care 
organizations were keen to recruit these specialized students for employment purposes (Happell, 2014). 
While the sample size and attrition rate threaten the validity of the studies, Happell et al. (2008a,b) 
noted increasing hours of both mental health theory and clinical, and adding guest lectures from 
persons with the lived experience had positive impacts on stereotypes, anxiety, and interest in the 
PMHN specialty.   
In the Netherlands, the baccalaureate nursing curriculum is blended beginning with two years in 
foundational nursing studies followed by two years in their choice in major: public, general, or mental 
health (Hoekstra et al., 2010). The mental health major stream is often the minority in size and interest. 
Recruitment into the mental health major was described as negatively impacted by desires to be in 
highly technical and efficient environments and concerns about the transferability of diploma. Hoekstra 
et al. (2010) determined from their study that certain stereotypes prevail within the non-mental health 
student nursing body. There are beliefs about increased dangerousness and criminal behaviour within 
the mental health population and challenges with developing a therapeutic relationship with this 
specialty. Further to this, some participants demonstrated little knowledge about psychiatric disorders 
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and shared out-dated beliefs (for example, patients were responsible for their illness). Similarly, 
Madanios et al. (2005) indicated a potential relationship between a more deficient knowledge base and 
stereotypical, negative attitudes about mental illness in their study with nursing students in Greece.  
Experiences of Nursing Students 
A few academic inquiries scoping the topic have been completed in the last decade, with 
alarming preliminary themes emerging. Booth et al. (2017) and Wojtowicz et al. (2013) explored the 
experiences of baccalaureate nursing students who participated in mental health clinical placements in 
Ontario. Despite differences in research questions and methodology, both participant groups identify 
concerns regarding the risk of sub-standard nursing practice. Specifically, participants from the study by 
Booth et al. (2017) suggested that nursing staff had negative attitudes towards patients. Wojtowicz et al. 
(2013) described the moral distress the students/participants experienced as stemming from a lack of 
role clarity and limitations in the psychiatric nurses' capacities resulting in unethical patient care. The 
participants in both studies discussed the nurses being "task-focused" (such as administering 
medications and completing checklists) rather than engaging with patients via psycho-therapeutic 
intervention.  
Slemon et al. (2018) studied nursing students in a mental health practicum in British Columbia, 
and similarly, inpatient PMHNs were noted by participants to be disengaged from their patients, at 
times inappropriate, and even engaging in unsafe practices. Rich quotes and descriptions suggested an 
"us-versus-them" mentality was observed by the participants, ultimately producing a power inequity 
between nurse and patient. Slemon et al. (2018) emphasized the resemblances to institutionalization 
and even correctional care. It is unclear if the staff nurses referred to in the study were RNs or RPNs.  
Faculty participants within the study by Leidl (2016) reported observing nursing students 
struggle with the flexibility and adaptability of psychiatric assessments. Students prepared in the 
comprehensive, medical-model-driven nursing programs are fractured between the demand for 
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standardization and the use of critical thinking to provide client-centred care. This approach to 
education contrasts with the knowledge that mental health issues are often unpredictable (Happell & 
Cutcliffe, 2011). The participants in Booth et al. (2017) study had difficulty articulating specifics about 
their learnings despite also vocalizing beliefs that they would be able to apply new skills in their future 
placements. Students theoretically are taught to use and apply nursing best practice; however, praxis 
may be challenged by outdated unit norms and organizational factors (Leidl, 2016) while in clinical 
rotation. Finally, other studies have shown that poor clinical experience in clinical settings is negatively 
associated with retention issues (Hooper, et al., 2016; Jansen & Venter, 2015) and career choice 
(Wojtowicz et al., 2013).  
From Student to PMHN 
It is challenging for any nursing student to transition to a nurse. Duchscher (2009) developed a 
theoretical framework titled "Transition Shock" regarding the challenges new graduate nurses 
experience when progressing from student-to-nurse.  Of the four studies cited to develop the model, 
three (Duchscher, 2001; 2003a; 2003b) were qualitative with participant groups of Canadian nurses 
from acute care. The final study (2007) did not specify the area of work, however, explored the 
experiences of nurses graduating from their nursing program into various areas of practice from 
Australia via survey.  She referenced Crowe (1994), Duchscher (2001), and Kramer (1996), and in a 
summary of the experience being "intellectually oppressive and cognitively restrictive" (p. 1104) 
because of the focus on efficiency and production within healthcare institutions. Within the framework, 
she identified the physical, emotional, intellectual, and socio-developmental challenges that the new 
nurse may experience, all contributing to the "disorientation, loss, confusion and doubt" (p.1107) that 
amass to this Transition Shock. PMHNs in Ontario may have had minimal student experience or 
knowledge preparation despite expectations for competency to practice for MHAs (College of Nurses of 
Ontario, 2018). This could perhaps lead to further role ambiguity, given the concerns mentioned above 
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observed by students in their clinical experiences (Booth et al., 2013; Wojtowicz et al., 2013). In their 
literature review, Hooper et al. (2016) stated stigma, insufficient education, and unmet expectations 
about nursing may cause the new graduate to question their chosen career path in their first year of 
practice in mental health. This ambiguity in the role can cause anxiety. Anxiety can further compound 
the dissonance between theory and practice (Leidl, 2016). Finally, the limited exposure to mental health 
nursing before autonomous practice does not help manage the unreasonable expectations of senior 
PMHNs for novice nurses to be both competent and painstakingly aware of their "inexperience" (Hooper 
et al., 2016).  
Some strategies to enhance success as a new graduate have been identified.  These include 
knowledge of unit cultures and routines (Patterson et al., 2008), access to mentorship, structured 
opportunities to discuss their experiences and expectations, and transition programs that are more 
focused on self-development, coping, and resilience rather than tasks (Procter et al., 2011).  
Scope Loss  
The loss of knowledge foundation and absence of interpersonal skills and recovery-infused 
education has been noted to contribute to a task-oriented and checklist approach to patient care 
(Cutcliffe & McKenna, 2018; McAllister et al., 2014). The focus has been described as custodial, risk-
aversive care with less interpersonal skill and more biological emphasis; limiting the quality of care 
(Cutcliffe, 2003; Cutcliffe & McKenna; Procter et al., 2011). This is unfortunate, as  
mental illnesses can seriously disrupt cognitive, affective, and behavioural functioning, and 
people in crisis benefit from the provision of a therapeutic environment and relationship in 
which safety, comfort, and security are available, while adaptation and well‐being are restored. 
This is not delivered through a paternalistic, but rather an empowering connection, one which 
takes skill and expertise. (McAllister et al., p. 3455)   
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As the interpersonal relationship is vital to the PMHN role and the risk aversive nature of health care has 
nurses occupied with mostly observing and documenting, Cutcliffe and McKenna (2018) rhetorically 
speculated the redundancy of the PMHN. This was echoed by PMHNs who participated in a 
phenomenological study about their role (Hercelinskyj et al., 2014). One participant noted feeling 
urgently concerned about the potential for irrelevance as a PMHN within the healthcare industry, 
especially if there is no endorsement for the specialty directly within the nursing education system. 
Unfortunately, this redundancy may be further proven by ongoing concerns about the loss of medical 
nursing knowledge and skills (McAllister et al., 2014).  
Stigma & Lack of Interest 
Stigma is a common term that has been documented regarding negative treatment towards 
patients with mental health conditions in medical settings (Ross & Goldner, 2009). According to Delaney 
(2012), stigma "oppresses the very spirit that is essential to the recovery process" (p. 333). This can be 
seen in a failure to approach patients with dignity, treating individuals with contempt and blame, and 
dismissal of serious and legitimate complaints. These negative attitudes come from both fear and a lack 
of knowledge and skill to work with the mental health population (Ross & Goldner, 2009). 
Unfortunately, the PMHN population is both perpetrator and victim of stigma (Ross & Goldner, 2009; 
Sercu et al., 2015). PMHNs particularly have negative attitudes towards individuals with borderline 
personality disorder (BPD) and their prognosis, despite evidence that most individuals diagnosed with 
BPD achieve lengthy periods of remission (Zanarini et al., 2012). In another study within nursing groups 
at two Belgian psychiatric hospitals, participants from one organization identified stigma in patient 
approach, language, and culture of comparison to the nurses from the other hospital (Sercu et al., 2015). 
The authors speculated that the more medically psychiatric focus the nurse was, the less likely they 
were to intervene on stigmatic actions. This was because of the language the participants used to 
describe patients; one being more human, and the other a diagnostic label (Sercu et al., 2015).  
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The PMHN identity is also burdened by associative stigma (Delaney, 2012; Waddell et al., 2020). 
It has been ranked lowest in desired specialty, and often these nurses are viewed as unskilled, low in 
status or mundane due to limited use of technology when compared to surgical and intensive care 
nurses (Stevens et al., 2013).  Halter (2008) found their participants from adult and pediatric American 
acute care hospitals to believe psychiatric nursing as the least respected area of nursing. These 
participants perceive society to also agree with their stereotypes. Both hospitals where the participants 
were employed had psychiatric units within their facility.  
PMHNs must be able to communicate their expertise and skill (Waddell et al., 2020). It has been 
postulated that negative stereotypes about patients and PMHNs are perpetuated by PMHNs who 
struggle to articulate roles and skills, potentially sabotaging the recovery process (Delaney, 2012).  Lack 
of role clarity and ambiguity regarding skills can also contribute to poor outcomes for recruitment into 
the specialized career itself (Wojtowicz et al., 2013). Practicing nurses have been observed actively 
discouraging students from entering the mental health field due to preconceived notions about the 
specialty (Happell et al., 2013). It is speculated that beliefs about PMHNs being "unskilled and lazy" may 
even attract nurses who identify with the stereotype (Halter, 2008) or those at risk of internalizing it 
(Delaney, 2012). Participants in the Slemon et al. (2018) study echoed these stereotypes with rich 
descriptions of PMHNs spending time on social media while at work and avoiding patient care, 
identifying them as unable to be therapeutically effective with their patients.  
Interest in the specialty proves especially challenging given this intra-professional stigma and 
the overall paucity of knowledge and understanding of mental disorders in the medical arena (Leidl, 
2016). Lakeman and Molloy (2018) described a "zombification" movement within the Australian mental 
health nursing industry, whereby the numbers of nurses in the industry are shrinking and are being 
replaced by other interdisciplinary professionals. This is partly due to concerns with nurses no longer 
being competent (since the generalization of nursing programs in Australia) to employ psychological 
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strategies expected by the mental health industry. The PMHN's historical loyalty to the psychiatric-
medical model has left them following obediently and blindly to methods of coercion, avoidance of risk, 
overmedicating, and reliance on procedures and tasks. This comes at a cost to individual creativity, the 
use of the reflexive process (Lakeman & Molloy, 2018), their own professional identity, and perhaps 
even their continued existence (Cutcliffe & McKenna, 2018). 
Identity Theft and Professional Stonewalling 
In an institutional autoethnography, Adam (2017) explored how the key institutions of the 
Canadian Nurses Association, the CNO, the Registered Nurses Association of Ontario (RNAO), and the 
Canadian Council of Registered Nurse Regulators impact the undergraduate nursing curriculum in 
Ontario. He argued the bio-psychiatric approach is embedded in their documents driving and shaping 
psychiatric nursing. There is a permeation of the Diagnostic Statistical Manual of Psychiatric Disorders 
(published by the American Psychiatric Association) throughout nursing standards, guidelines, and 
expectations for entry to practice. A bias stemming from the biomedical perspective of mental health 
nursing care was noticed by students and faculty within the nursing curriculum and in their preparation 
to write the national licensing examination. Adam (2017) concluded this narrow approach to be a result 
of nursing academia. He suggests key nursing institutions expand their approach to include alternative 
perspectives from the literature, the use of survivors, and other social professions.   
The history of the PMHN in Ontario is valuable to reflect upon. The goal of a unified, progressive 
professional identity led to the assimilation of mental nurses into general nursing RNAO after World War 
II (Tipliski, 2004). An unintended consequence was the extinguishment of the PMHN. Post-war, Ontario 
was financially destitute, suffering a nursing shortage and the working conditions were poor in the 
psychiatric industry. As many nurses elected to work in other areas, the psychiatric institutions were run 
mostly by untrained mental health workers and a few nurses. This lays the groundwork for the priority 
of the education and nursing institutions to produce acute care medical and surgical nurses. While a 
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more holistic, generalist approach is indeed more "nurse-like", it is important to recognize the 
consequences of an expunged PMHN identity and voice in Ontario. Perhaps the invisible and silent 
PMHN body failed to hold organizations accountable to broader mental health nursing practice 
perspectives simply because there was no interest in the profession or enough literature to draw on.   
Limitations on educational and research opportunities for the PMHN impact identity and 
potential advancement of practice, which can further impact interest in the profession (Morrissette, 
2011). This is echoed by Cutcliffe and McKenna (2018), who stated  
it is not uncommon for psychiatric/mental health nursing students to be taught by faculty who 
have not seen a patient for decades. Furthermore, in the clinic, psychiatric/mental health 
nursing students are taught by faculty and instructors with limited experience or academic 
preparation in a given area. (p.A4)  
This may have a cyclical effect, as an absence of graduate-level PMHN impacts the quality and quantity 
of PMHN expertise amongst faculty in schools of nursing (Morrissette, 2011). 
  Lakeman and Molloy (2018) felt academic nursing institutions to subscribe to bureaucracy and 
conform to society's lack of self-consciousness, where the outputting of nursing students has become a 
factory line. There are "preoccupations with auditing, efficiencies, compliance, quality, and 
measurement" (p.1012). Indeed, with over 100 years of generalization within the nursing academic 
sector in Ontario, the failure to produce an abundance of competent PMHNs in the province directly 
impacts the availability of competent PMHN educators to teach and inspire interest in the PMHN 
profession. Where there are few PMHNs to practice, define roles, develop professional identity, and 
mentor, there is questionable incentive to research, teach, and administrate.  
Progress 
There has been an effort to ameliorate the aforementioned concerns. By 2014, competencies 
were expanded by CASN and CFMHN to guide educators on expectations for practice specific to MHAs. 
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The depth, detail, and delivery of content has been entirely up to each educational institution. The 
RNAO developed and released an educator's toolkit to support the integration of the competencies 
within curricula (2016), with an additional objective to raise the profile of the PMHN profession 
(VanDyk, 2015).  Brandon University implemented the Master of Psychiatric Nursing (MPN) program in 
2011 and McGill University a Mental Health Nurse Practitioner (MHNP) program in 2017 (with regulation 
as an MHNP only available in Quebec). Most noteworthy, entry-to-practice competencies for RNs have 
been revised for September 2020, with the notable inclusion of competencies specific to mental health, 
addiction, trauma-informed care, health inequality, and recovery-orientation (CNO, 2019). These 
competencies are "used by CNO in evaluating baccalaureate nursing education programs to ensure the 
curriculum prepares graduates to successfully achieve professional practice standards before entry to 
practice" (p. 3).  
Changes to the educational curriculum have been suggested by several of the authors cited 
herein. Hercelinskyj et al. (2014) described the importance of being able to speak to students about 
their roles and the positive impact that PMHNs have on the outcomes of their clients to demonstrate 
value and meaning in the role. Procter et al. (2011) suggested that new PMHNs need mentorship, 
opportunities to discuss their experiences and expectations, and transition programs that are more 
focused on self-development, coping, and resilience rather than tasks. Happell and Gaskin (2012) 
recommended targeting students who were interested in the specialty and improving desirability for the 
specialty through clinical education.  
In his thesis, Leidl (2016), referencing Holland Wade (1998) and Kear (2013), stated: "the 
transformative nature of nursing education should also be acknowledged, as many student nurses have 
their existing mindsets and perspectives challenged during their program, leading to the new 
perspectives and self-definitions" (p. 14). This can be accomplished through reflective practice during 
individual experiences. Conversely, in their literature review on nursing students' knowledge and 
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understanding of mental health, Barry and Ward (2017) identified a gap in the approach of research and 
education towards the problem with attitudes as there are other influences towards nursing students' 
perspective of mental health beyond the reach of education. They noted a "void in the literature 
exploring nursing students' understandings of mental health and how this information can be used to 
reflect upon and improve nursing education" (p.172). Barry and Ward specified this to be equally as 
important for the nurse who is not entering into PMHN practice, as comorbid MHA conditions in 
hospitalized clients are increasingly prevalent. 
PMHNs can also impact interest in the specialty and inspire increased competency through 
professional identity development. As an RN working in MHA, the PMHN can introduce the language of 
recovery within a medical and bureaucratic system, as if "bilingual" (Hurley et al., 2008).  This can be 
particularly effective at the bedside, as nurses can recognize the relationship between psychiatric and 
medical conditions and intervene, having assessed the unique needs of the patient, all while applying 
elevated clinical standards of practice. The PMHN can subsequently influence within organizational 
structures, such as through visions, policies, and culture-shifting approaches to leadership.  
The current research demonstrates concerns with the education, practice, intra-professional 
relationships, and organizational levels regarding the PMHN profession. As these are undeniably inter-
related, there is evidence that further investigation is required on a fundamental level, particularly with 
those who have the lived experience as baccalaureate student, the transition to nursing, and now 
practicing as PMHNs. This type of research can elicit new understandings and nuanced aspects of the 
PMHN experience, provide insight into changes necessary in the baccalaureate nursing curriculum, in 




Chapter 3: Methodology and Research Approach 
In this chapter, the research methodology is discussed. First, there is a review of the credentials 
of the researcher, followed by a description of the design, objectives, and research question. Second, 
the sampling approach, ethical considerations, including consent and confidentiality, are described. 
Finally, data collection, analysis and rigour are explained.   
Researcher Credentials 
The researcher is a RN with a baccalaureate nursing degree from Ontario, certified through the 
CNA as a psychiatric-mental health nurse, and currently completing a graduate psychiatric nursing 
program. The researcher transitioned from student to nurse into acute psychiatry, gaining clinical 
expertise in the emergency setting as a crisis PMHN. The researcher moved into roles in education, 
professional practice, and nursing administration of a psychiatric hospital. More recently, the researcher 
transitioned to an advanced practice clinical consultation role, working with medical-surgical-critical 
care and psychiatric nursing groups. The exposure to various roles and areas of psychiatric nursing has 
impassioned the researcher to ask questions in the interest of PMHN role development and quality of 
care given to individuals with MHA concerns. The researcher maintains a personal practice paradigm 
influenced by Carper (1978) and White (1995), where the various types of knowledge (empirical, moral, 
aesthetic, personal, and socio-political) inform clinical practice. This perspective is equally useful in 
research studies designed to explore and understand using description and interpretation. 
Research Design 
Sally Thorne's (2016) descriptive approach was used due to the researcher's personal experience 
and relationship to the research topic and question. Interpretive Description (ID) is useful in the field of 
applied clinical sciences, as "it offers the potential to deconstruct the angle of vision upon which prior 
understandings have been erected and to generate new insights that not only shape new inquiries but 
also translate them into practice" (Thorne, 2016, p. 40). Despite being a relatively new means of 
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understanding perceptions of a phenomenon, ID is a useful approach to answering questions about 
clinical experiences, particularly due to its capacity for application. ID allows for a discipline-specific lens 
to be applied (Thorne, 2016); where the researcher has the knowledge base to be able to identify and 
describe the phenomenon in question, whilst using an inductive approach to interpret and explore 
meanings that are useful to direct clinical application (Hunt, 2009; Thorne et al., 2004). This 
methodology has historically also been used to evaluate clinicians' perceptions of themselves, their 
roles, and their experiences as it relates to the research question (Gabrielsson et al., 2016; Hunt, 2009; 
Karpa & Chernomas, 2013). 
Research Objectives  
The principal objective of this study was to explore and interpret the perceptions of PMHNs 
regarding the adequacy of their generalist undergraduate preparation for mental health nursing and the 
impact it had on their experiences on both transitioning into mental health nursing, and current practice 
PMHNs. The secondary objectives of this study were to discover their perspectives of how this 
preparation impacts persons with MHA concerns and to explore their intra-professional experiences as 
practicing PMHNs. 
Research Question 
The primary research question was: what perspectives do PMHNs from Ontario have regarding 
the adequacy of their comprehensive baccalaureate preparation for nursing in MHAs, and how does this 
impact their experiences of transition into nursing and as PMHNs? 
Sampling Approach 
Participants were recruited with purposive and snowball sampling approaches (Thorne, 2016). 
The general criteria for inclusion encompassed interested persons to (a) hold degrees in nursing from 
accredited Ontario institutions; (b) be in good standing with the College of Nurses of Ontario; and (c) 
have a minimum of two full-time years of current PMHN clinical practice for competence in the role 
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(Benner, 1982). Competency to practice has been well-described by Patricia Benner in her theory about 
the novice to expert continuum. Nurses who were selected were to have "a feeling of mastery and the 
ability to cope with and manage the many contingencies of clinical nursing" (p. 405), which has been 
theorized to be achieved at the two to the three-year mark of practice (Benner, 1982).   
An invitation (Appendix D) was sent to the Mental Health Nursing Interest Group and mental 
health certified nurses in Ontario following ethical approval from Brandon University (see Appendix K). 
These groups were reached via the Registered Nurses Association of Ontario and the Canadian Nurses 
Association through electronic and social media request (Appendices E, F, and G).  
Much like in clinical nursing practice, there will always be more to learn about a topic. As 
differing contexts and variations in the human experience can introduce new learnings in-depth and 
breadth beyond the scope of this study, the sample size was initially projected to be eight to ten 
participants.  This number was estimated and dependent on the quality of the description. Thorne 
(2016) identified data saturation to be a hollow concept due to the potential for infinite and uniquely 
personal experiences.  Therefore, eight rich interviews were considered sufficient for completion due to 
a waning presence of new themes. A diverse group of PMHNs who graduated from different Ontarian 
educational institutions was sought and obtained as multiple realities are integral elements of ID 
(Thorne, 2016; Thorne et al., 2004). 
Ethical Considerations 
Brandon University Research Ethics Committee (BUREC) approval was obtained before the 
commencement of the research study (see Appendix K). Ethical considerations accompanying any 
research study involving humans were addressed. These included: voluntary consent, confidentiality, 
anonymity, the security of data, and review of risks and benefits. There were no conflicts of interest 
such as research funding or perceived conflicts of interest noted before, during or after the research 
study.  
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Consent and Confidentiality  
 Informed consent was obtained by providing a document regarding the details of the study and 
any risks involved (Appendix H). All participants were given opportunities to ask questions regarding 
consent throughout the research process. Participants were given the opportunity to choose the 
interview location or method. Confidentiality was protected by conducting these interviews over the 
phone and in private, mutually agreed upon settings. An explanation of the anonymizing process and 
the storage of personal identifying information were provided. Participants were instructed that they 
could decline or skip questions.  Participants were able to remove consent, with the option to drop out 
of the research process at any point. Participants were informed that their data may be utilized if drop 
out was six weeks after their interview. Participants were informed that their data through quotes 
would be used in the study to support the findings, and member checking was offered as a means for 
validation purposes (Streubert & Carpenter, 2011). They were informed that the audit trail may be 
subpoenaed for legal inquiry. All identifying information was coded (Appendix I); with codes and 
demographic information stored in a locked cabinet at the residence of the primary researcher. These 
will be kept and destroyed five (5) years after the study is complete. The digital recorders used were 
password encrypted and stored in the primary researcher's home when not being used for data 
collection. All recordings were kept on password encrypted flash-drives and the principal researcher's 
personal, password-protected computer. Transcription of data was completed by the principal 
researcher and two paid transcriptionists who both signed confidentiality agreements (Appendix J). Any 
necessary communication with participants was through the primary researcher's university email 
address. Publication of results will include the use of pseudonyms and data quotes that cannot be 
contextually connected with a unique participant.  
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Data Collection and Analysis 
For this study, semi-structured, individual interviews (Appendix B) were conducted in person or 
by phone, depending on participant location and preference. The interviews were digitally recorded. The 
interviews ranged between 17-60 minutes in length. Throughout each interview, the primary researcher 
recorded reflective memos (Appendix C) that incorporated observations made during interviews 
(Teodoro, 2018), and then summarized each interview immediately after (Hunt, 2009). Reflexive 
journaling occurred throughout the analysis procedure (Thorne, 2016).  Thorne et al. (2004) 
acknowledged that borrowed techniques are often insufficient, and the researcher often will have to go 
beyond the initial theoretical scaffolding to interpret the data. Various researchers have constructed 
such theoretical scaffoldings to support their ID research and find themselves overly attached to their 
original assumptions, to the theoretical framework, or they are too meticulous in their coding (Thorne et 
al., 2004; Thorne, 2016). Therefore, reflecting on the studies by Hunt (2009) and Teodoro (2018), data 
analysis occurred with the following technique developed by the primary researcher:  
1.    Transcription and initial analysis occurred after each interview, to incorporate initial realizations into 
a future line of questioning (Hunt, 2009; Teodoro, 2018). Interview questions evolved in-depth, new 
aspects of concepts emerging as participants shared their experiences.  Reading and re-reading texts 
that were transcribed in their entirety maintained an inductive focus. All participants were given the 
opportunity to review their transcripts, and those that were interested received them for content 
verification.  
2.    Codes were used to identify relationships between data sources (Hunt, 2009). Codes were 
categorized and hard copy, colour-coded concept mapping assisted in identifying the relationships 
between codes and categories (Hunt, 2009). Code relationships emerged as the researcher re-reviewed 
recordings, comparing transcripts and field notes.  Questions to assist in interpreting the data included 
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"Why is this here? Why not something else? What does it mean?" (Thorne et al., 2004, p. 7). Verbal 
emphasis and physical expressions from participants were considered as connections were made.  
3.    Themes emerged from categories that were modified throughout the data collection and analysis 
process (Teodoro, 2018). This allowed for a "response interaction between data analysis and data 
making" (Hunt, 2009, p. 1287).  
4.    Themes were compared back and forth; oscillating between the original synopsis, reflective memos 
of the interviews (Hunt, 2009), and the researcher engaged in reflexive journaling to maintain the 
inductive focus, constant comparison, and reduce the representation of irrelevant or idiosyncratic data 
(Thorne, 2016). The reflective memos during the interviews helped the researcher to reflect on her own 
biases, knowledge, and previous experiences to assist in identifying past understandings and generating 
new insights (Thorne, 2016) within the journaling process.  
5.    Provisional thematic findings were shared with consenting participants for time-limited, voluntary 
feedback on consistency and pattern clarification (Stevenson et al., 2015) to increase trustworthiness in 
the data analysis (Hunt, 2009).  
6.    Final themes were identified, validated by, and integrated with what is known in the literature 
(Aronson, 1995).  
Rigour 
Maintaining rigour and credibility is vital throughout all qualitative studies, and a successful ID 
study demonstrates both throughout the interpretive process (Thorne et al., 2004).  Epistemological 
integrity (Thorne, 2016) is established in the design and methodology of the study.  To maintain 
interpretive authority (Thorne, 2016), reflexive journaling (Hogan et al., 2016), reflective memos within 
interviews, and post-interview synopses (Hunt, 2009) were tools used to reduce the temptation to 
"deduce" by coding prematurely (Thorne et al., 2004; Thorne et al., 1997), or seeking meanings in 
idiosyncratic details (Hunt, 2009). Induction was facilitated by asking questions, such as "what is 
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happening here?" (Thorne et al., 1997, p.174). Triangulation occurred with the use of the return to 
reflective memos, interview synopses, and provision of thematic findings to the participants for 
clarification to demonstrate representative credibility (Thorne, 2016). As previously mentioned, an audit 
trail was utilized to show analytic logic (Thorne, 2016). Transferability comes with quotes. Fittingness is 
ultimately up to the audience; and cannot be guaranteed by the primary researcher (Streubert & 
Carpenter, 2011). Each participant has varying life experiences, unique abilities, strengths, and 
weaknesses which may differ from the experiences and perspectives of the audience. The philosophical 
underpinnings of ID are such that "multiple constructed realities that can only be studied holistically. 
Thus, reality is complex, contextual, constructed, and ultimately subjective" (Thorne et al., 2004, p. 3). 




Chapter 4: Emergent Themes 
In this chapter, a description of participants and the emergent themes and sub-themes will be 
provided. 
Participant Description 
 Participants responded to their letter of invitation (see Appendix D) by expressing interest in 
participating. Eight interviews were completed, and there were no dropouts. All participants were 
female, ranging in age from 29-56 years old, with an average age of 36. All participants were RNs in good 
standing with the College of Nurses of Ontario and completed their nursing degree programs at different 
universities.   Seven of the participants had completed or were in the process of completing certification, 
additional courses, or graduate education. One participant had advanced her RN to the Extended Class 
(NP). One participant completed a diploma RN program in Ontario and a baccalaureate bridging 
program outside of Ontario. She was included because of her expertise as an active PMHN in both 
leadership and clinical roles in the province. Nursing experience in MHA and current practice varied: 
inpatient, community, management, and professional practice. Practice experience ranged from three 
to twenty-seven years, with an average of 10.25 years of autonomous nursing practice. Most 
participants had experience in several different MHA settings, and half of the participants had past or 
ongoing practice in alternative healthcare settings (for example, critical care, emergency medicine, 
occupational health nursing). 
Main Themes 
The findings in this study were identified through data collection and analysis using Sally 
Thorne's ID. Three main themes and thirteen sub-themes emerged through the data analysis process of 
coding, concept-mapping, reading, and rereading of transcripts, field memos, and researcher journaling, 
as detailed in Chapter 3. The main themes included (a) inconsistent and inadequate preparation, (b) 
experiencing unique challenges, and (c) PMHNs want change. Subthemes emerged, providing enriched 
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meanings and opportunities for application to be explored and discussed in their respective sections. 
These themes and subthemes are presented in a table format (Table 1).  
Table 1 
Emerging Themes and Subthemes 
Themes Subthemes 
Inconsistent and inadequate preparation  • Medically concentrated 
• Quality and quantity of education matters 
Experiencing unique challenges • New graduate nurses need to learn the 
basics 
• Intrinsic motivation is necessary for 
competent practice  
• Unit cultures influence nursing practice and 
quality of care 
• Gaps in knowledge, skills, and application 
• Stigma: Not real patients. Not real nurses. 
• Difficulty articulating valuable expertise 
• Emotional burden 
PMHNs want change • Mandatory MHA content 
• Mentorship and education matters 
• Advancing the PMHN 
 
Inconsistent and Inadequate Preparation  
This theme consists of two subthemes: (a) medically concentrated, and (b) quality and quantity 
of education matters.   
Medically Concentrated  
Most participants noted that their nursing undergraduate education tended to be medically 
focussed and emphasized learning technical skills. All but one participant indicated they felt the amount 
and type of mental health theory and clinical experiences was inadequate on some level, specifically 
noting limited content regarding the psychosocial aspects of disorders, treatments, mental health 
legislation and application of mental health theory. Five participants reported they received no 
education on the relationship between non-mental health conditions and mental health conditions. 
Participants had different experiences with psychopharmacology, as some felt it was lacking, and others 
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felt it was a vital aspect of their curriculum. All but one participant recalled little to no curricular 
dedication to addictions: "we had absolutely not even touched on addictions. All we did was like basic 
mental health, you know, um, diseases" (Participant 7). Participants endorsed the nursing application of 
any mental health theory they received was lacking: 
It was all sort of delivered from textbook. And medications were discussed around "what’s a 
mood stabilizer” versus “what’s an antipsychotic”. But not again in the context of nursing i.e. if 
somebody is taking, let’s say, a typical antipsychotic and they’re faced with substantial weight 
gain; how do you support the person from a nursing perspective? (Participant 3) 
Another participant reiterated this sentiment:  
There was a theory course that covered major mental illness, mood but it was very, again, was 
based on, you know, sort of medical. It wasn’t a nursing focussed course, it was just about being 
able to, you know, “here’s the diagnosis” and “here’s positive-negative symptoms of XYZ”. It did 
not prepare me as a student for that placement. (Participant 4) 
Quality and Quantity of Education Matters 
All participants identified significant differences in the quality and quantity of MHA theory and 
clinical experience in their undergraduate programs. In MHA theory, participants varied between 
receiving no course, partial course, a PSYCH101 course, and a full course. For MHA clinical placements, 
participants shared having no opportunity, completing an optional clinical course (e.g., selecting mental 
health or another type of placement, such as maternity) or completing a mandatory course in a mental 
health setting (see Table 2). 
All participants felt theory and clinical courses were important and had an impact on their 
transition to practice. Separated MHA theory and clinical courses were favoured by participant 8. She 
stated that her transition to mental health nursing was easier than her transition to her other non-
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mental health nurse role. Her experience was enriched by following a patient through the continuum of 
crisis assessment to stabilization as they progressed through programs.  
Table 2 
Participant Preparation: MHA Undergraduate Theory and Clinical Courses 
Participant Theory Clinical 
1 Partial course Mandatory 
2 Full course Mandatory 
3 Psych101 Optional 
4 No course Optional 
5 Full course Mandatory 
6 Partial course Optional 
7 No course None 
8 Full course Mandatory 
 
Participants who had preceptorships (consolidating placements near the end of their program) in MHA 
stated they had an advantage in the transition over peers who did not. Participant 8 explained her 
perspective on this:  
like I think the program at [educational institution] is really good, when I’ve talk to my 
colleagues and friends of mine who have worked or have went to school elsewhere. Like it was 
mental health or this, “or something”, “or this”. They didn't get the exposure across the board. 
So I find there's a gap in knowledge there for sure. (Participant 8) 
The opportunity to learn about and understand their patients on a holistic level stood out as 
notable.  Participants recognized that having educators and preceptors with knowledge and experienced 
in MHAs played a significant role in their decision to work in the specialty upon graduation. Participant 
eight credits her clinical placement as her reason for pursuing mental health nursing.  Participant eight 
recalled an excellent clinical experience.  She later went on to describe that having an experienced, 
knowledgeable PMHN professor contributed to this positive experience: 
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I looked up to her so much. I think she had worked at [mental health facility] for like forty years. 
She was one of the many profs that we had but, but my mental health prof specifically. Ya, she 
was a mentor for me while I was a student. She was so great. And she knew where her gaps of 
knowledge were and she would get other professors to come in and teach certain classes. 
(Participant 8)   
In contrast, some participants recalled poor clinical placements that had negative impacts on their 
career trajectory. Participants described substandard, even abusive care:  
I think seeing the way the patients were treated by the nursing staff, just the comments that 
were made about patients were really demeaning and rude. Nurses would laugh at the patients 
and you know, try to engage them to go towards the lock door to open it and then when the 
patient realized it was locked because they were in psychosis and you know, things like that so 
they weren’t really aware of their surroundings. They’d like laugh at them and I just [pause] 
behaviour like that really bothered me. It wasn't a really good experience in that sense just 
seeing how poorly patients were treated when they were at such a vulnerable state and so 
unwell. (Participant 5) 
The same participant identified having a clinical instructor who was not familiar with mental health 
nursing and distracted by personal activities (completing schoolwork) while she was to be supervising 
students. She shared: 
I don’t think my clinical instructor where I did the inpatient mental health unit was [a mental 
health nurse]. Like it was the clinical instructor’s first time ever teaching and she was doing a 
masters at the same time, and working full time. Aside from that so she wasn't really with us 
that often and I remember she was consistently doing homework for her masters while we were 
at that rotation. (Participant 5) 
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Another participant (who was keen to stay in the specialty) intentionally avoided inpatient 
mental health because of her placement and practiced in outpatient MH. Participant 4 avoided MHA 
nursing all together on graduation, stating, “it was very custodial, very dehumanizing…not trauma-
informed…it just turned me off of mental health”. Another participant also shared:  
After doing my rotation on the inpatient unit, I knew I didn’t want to work in the hospital 
because I didn’t have the best of experiences there so I wanted to be able to work in an 
outpatient setting and help people before they needed and got to a stage where they needed 
hospitalization. (Participant 5) 
In summary, participants endorsed the baccalaureate nursing curricula in Ontario to be focused 
on the physical and technical aspects of nursing, and the variability in quality and quantity of MHA 
theory and clinical content had noteworthy impacts on their experiences with transitioning into practice.   
Experiencing Unique Challenges 
This theme is comprised of seven subthemes: (a) new graduate nurses need to learn the basics; 
(b) intrinsic motivation is necessary for competent practice; (c) unit cultures influence nursing practice 
and quality of care; (d) gaps in knowledge, skills and application; (e) stigma: Not real patients. Not real 
nurses.; (f) difficulty articulated valuable expertise; and (g) emotional burden.  In this theme, participant 
experiences as new and practicing PMHNs are described through the lens of their perspectives of their 
personal preparation for practice. They also articulate their experiences with and perspectives of 
readiness for PMHN practice in new graduate nurses.  
New Graduate Nurses Need to Learn the Basics   
In their experiences with new nurses, participants noted a lack of knowledge and exposure to 
the mental health population. Despite recalling an excellent experience in her own program, one 
participant expressed concerns about the quality of other programs:  
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I think people need better education on it… we have great nurses that come through but some 
of them had minimal exposure to [mental health nursing]. Like it was mental health or this, or 
something, or this. They didn’t get exposure across the board [pause]. You have certain 
programs that they’re not focusing on something that is really one of the top five non-
communicable diseases that’s threatening the population, right? (Participant 8) 
Some participants with more years of experience noted an adjustment in attitudes in new RNs towards 
persons with mental illness, however there is also fear when working with patients with mental illness: 
Sometimes I see fear of the client and outright “I am afraid of this person”. But more often than 
not I have seen new grads or new nurses, who- I don’t know what it is- but it’s like they are 
more comfortable talking about their own experiences with mental health or sharing the 
experience of someone that they care about that’s discussed with more frequency than it was 
when I was starting. (Participant 3) 
Participants shared the reality of teaching new graduate nurses about mental health conditions, the 
mental health legislation, and general assessment tools such as alcohol or opiate withdrawal during the 
time they were to be orientating their peers to the unit.  At times, participants became emotional as 
they described the patient consequences of nurses who have limited knowledge in the care of persons 
with MHAs. Participant 6 shared how a new nurse was lacked the knowledge to identify an adverse 
effect from antipsychotic medication:   
and there was a patient suffering from EPS (extra-pyramidal side effects) from the antipsychotic 
medications.  And I believe the patient was like akathisic and also had muscle rigidity [pause] the 
nurse had no idea what that was. And that an antipsychotic would have caused something like 
that. And the patient had complained about it - I had heard about this later. And she just kind of 
chalked it off to like he wasn’t feeling well and maybe he was getting sick. But the patient had 
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EPS and that patient suffered from him not being given a medication to help with those 
symptoms right away. (Participant 6) 
Intrinsic Motivation is Necessary for Competent Practice 
Participants shared a belief that personal passion was necessary to work in mental health and 
similarly required to gain sufficient knowledge and skill to become capable practitioners as this was not 
provided adequately in undergraduate education. Participants shared this personal interest as 
motivation to their decision to work in mental health:  
So I always I always did feel drawn to mental health, and specifically psychology and psychiatry. 
In my pre-nurse life I had studied some, I guess what they call back then, abnormal psychology. 
And actually was looking to work in some field some field around that. But that didn’t pan out. I 
think I have just felt an affinity for it. I like general nursing, but I am not fascinated. It was more 
appealing to sit and listen and support someone that way, then it would be to, say, like, run bags 
of saline or help feed, and that sort of thing. Which you know, that is good work also, and 
important work, but it’s not work which I feel I am specifically adept. (Participant 3) 
Participant 6 reiterated:  
Most of your learning will be all self-directed and internal passion. I feel like the nurses that 
choose mental health, choose it because they genuinely care about, like, about that aspect 
about the person [pause] so we didn’t have, as I was saying to you before, the mental health 
training in school. So to actually get into the mental health field, you have to have the passion 
for it. And you’d have to want to do it [be]cause you’re not taught, all the training is in the 
medical aspect of things. So why do we choose to go into this field when we don’t have a lot of 
education into it? Like so we choose it for a reason and that reason [pause] it’s hard to say. Like 
it’s obviously a passion. (Participant 6) 
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To be able to succeed in the role, participants found self-study and mentorship or peer support 
as necessary means to develop their competence to practice as PMHNs. Courses, self-directed literature 
scanning, and textbook review were methods for learning in their personal time. Much of this was self-
teaching:  
I would say that a lot of it, like that’s made me the nurse I am today, is probably me searching 
lots of different information, epidemiology and everything like that to actually, you know, use in 
my practice. Because I do think that you do it. I mean I think every nurse has to do that, and 
keep up and everything, with like competency to care and everything, but I do think that we 
need to [pause] but I do think that there should be a lot more information I guess in class 
preparation. (Participant 1) 
Participant 7 echoed this further: 
I don't think we learned enough to be comfortable with mental health patients. I think we had a 
bare, bare minimum, that basically if you decided to go into mental health, you’d would have to 
educate yourself more on it. (Participant 7) 
Another participant linked the necessity of post-undergraduate knowledge acquisition to internal 
passion: 
The program focuses a lot on the medical and physical aspects, but was very few and far 
between discussing mental health issues or addiction issues. Yeah, that wasn’t touched upon 
hardly at all. So without the knowledge, and just maybe unawareness of the mental health 
piece, which affects a lot of physical things, you’re not going to be prepared to be a mental 
health nurse without any knowledge upon graduation. Like you’re just not going to with the 
program. Like with the program doesn’t offer much in that way, so most of your learning will be 
all self-directed and internal passion. (Participant 6) 
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Most participants described learning from their unit colleagues while on the job or took opportunities 
from their institution. These methods were noted to be more integral to their success than their 
undergraduate educational preparation. Participant 5 stated, “So I find, like, trying to find additional 
education for mental health can be really challenging, but having a mentor, which for me has been a few 
physicians has been really, really helpful”. Two other participants agreed:  
So, I would say self-directed learning. I also had one or two really important nurses that I 
worked with that kind of guided me and led me into um how I am today; how they practiced. I 
kind of mirrored how they were, I looked up to them, they had a lot of knowledge and expertise. 
So I got a lot of the knowledge from them and I learned how they would do it and I would start 
and I would do it on my own…I learn a lot from the psychiatrists I work with as well.  (Participant 
6) 
Participant 2 shared a similar point: 
There's a lot of education offered at our hospital, so whether it's lunch and learns the various 
with various speakers, conferences, like a day conference like lunches, youth conferences with 
PTSD conference, done CBT [cognitive behavioural therapy] training and motivational 
interviewing… Again, I'm thankful that I work in a place that offers a lot of that kind of stuff. But 
that's what definitely shaped my practice more than, more than school I would say. (Participant 
2) 
In her formal leadership role, participant 4 has also managed to secure lengthy in-class and clinical 
orientation for new nurses being hired: “it’s kind of like a junior version of CNA topics, you know, like 
certification topics”. She indicated that this is integral as some of the staff being hired had little or no 
undergraduate exposure to the mental health population. She also provided insight into the role that 
mentorship plays, describing her frustration with a PMHN who was not providing therapeutic care to 
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patients, reflectively asking, “how-where did [he]get this from? How is this okay? Why has he been 
allowed to sort of think that this is the way that we practice?” 
Finally, several participants believed some of the integral abilities to care for the MHA 
population were mostly gained through experience. They felt conversational skills, care planning 
development, peer observation, time, and practice were essential to learning the nuances of the PMHN 
assessment.  
Unit Cultures Influence Nursing Practice and Quality of Care 
The opportunity to learn from mentors and unit peers can be impactful as participants explored 
the effects of unit cultures on the patient experience: 
It needs to be a safe working space, right, and knowing that you can trust each other, knowing 
that you can safely say “I don't understand this”, “I need help”, makes a humongous difference 
because you need that kind of support, or else unsafe things can happen. If you feel like you are 
going to be penalized or judged or isolated like from the group or whatever, like if you openly 
come out and say, “I don't know what to do here”. (Participant 8) 
Other participants noted specifically that mental health care can be custodial if not 
independently curtailed by individual nurses. Some shared observing abuse by their peers. Custodial 
care was described by participants as lacking an alignment for recovery, patients being demeaned by 
nursing staff, limited interaction with patients, and nurses sitting behind the glass walls of the nursing 
station. Participants were open about their experiences of this custodial care on particular units: 
I can’t say it is necessarily age or gender sort of defined- “Oh this nurse…is older than x …is old 
school” and you know, not recovery focused or vice versa. But I mean I guess understandably, 
people that I know that have worked on high acuity floors who have maybe witnessed or have 
been assaulted or afraid tend to be less recovery oriented than [pause] others. I will say that on 
some inpatient units I’ve seen a very minimal approach to nursing. You know, med-pass or 
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helping or sitting in with the doctor, the engagement, the talking, the listening, is minimal to nil. 
(Participant 3) 
Participant 4 shared similar observations: 
I have worked on inpatients in other hospitals, and I was staff nurse on an inpatient unit in 
another acute care setting. I could walk on the unit, when certain nurses were on, I knew that 
somebody would end up in restraints. And it wasn’t because of the patient. It was because of 
the nurse saying “this is how we behave on the unit and if you happen to swear or talk loud, 
you’re going to end up in restraints”. Versus a discussion with them to say “what’s going on”, 
“yes this is the expectation, you can’t be abusive, are there other ways in which we could help 
you settle?”. (Participant 4) 
Participant 4 inferred that this type of nursing care is learned behaviour, as she shared frustration about 
a staff member whom she reports treated patients quite poorly. She described a desire to be able to ask 
him, “How-where did you get this from? How is this okay?”    
Stigma: Not real patients. Not real nurses. 
Participants described their non-mental health nursing peers to display stigma towards patients 
and associative stigma towards PMHNs. Every participant noted fear and lack of interest in working with 
the mental health population in some of their non-mental nursing peers. The participants who have 
frequent experience with nurses from other service areas (such as the emergency department or 
medicine) noted a general desire to avoid the MHAs population: 
They’re afraid, they don’t want to talk about it, they know nothing about it; they don't even 
want to learn about it. Yet they might have had in school some case scenarios or something, but 
that was the least popular subject and they are just very uncomfortable. And especially I, I have 
a lot of friends, even from [educational institution] and from, from [educational institution], 
they’re like “Oh my god, how can you do mental health? When I get a mental health patient on 
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the surgical floor, I beg someone else to take their patient because I don't know how to talk to 
them, I don't know what to say to them”. (Participant 7) 
Multiple participants shared examples of their experiences with the care provided to patients with MHA 
concerns in other healthcare areas. Participants shared that persons with MHA concerns were viewed by 
other clinicians as less important. Most participants believed persons with MHA concerns receive 
substandard care or services in comparison to other patient groups. The following participant 
articulated detailed scenarios that mirrored other participant observations of how patients with MHA 
concerns are at times treated by non-mental health nurses:   
A lot of times uh when the patients, the mental health patients come in, they are overlooked. so 
they could be having, they could have come for mental health issue, but they could also be 
having something medical going on. And they would completely disregard or neglect what the 
medical issue that is going on with that patient because they’ve been deemed mental health. 
And a lot of times, and this is just from my observation, it’s like just that they don’t receive the 
same care as a medical patient in the emergency department. They’re left in the hallways, 
they’re left in the rooms, and like I said, they are often neglected of care. It could be an hour or 
hours without them having seen anybody  and a lot of times [pause] there’s been a couple 
occasions that the patient has suffered a medical consequence from being there [for a] mental 
health reason. And even when a patient that has been a mental health patient before has come 
in with a medical concern, their medical concern is overlooked because they have a mental 
health issue. So either they think they are fabricating or they’re, it’s not as serious as the patient 
is saying. And I’ve seen that many times before [pause] there’s still stigma with the mental 
health patients in the, in our [Emergency Department]. (Participant 6)  
The lack of knowledge and skill in caring for persons with MHAs was described by many of the 
participants in their intra-professional interactions with other nurses. Furthermore, they perceive their 
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peers to treat them differently, not understand what they do, and at times even be verbally degrading. 
More than half of the participants were emotional or apathetic as they described being labelled or 
treated as “not real nurses”. Participant 6 shared how she feels perceived by others because of her 
choice to be a PMHN:  
I feel that I am treated differently as a mental health nurse. I’ve been told, “oh you’re not a real 
nurse” because I’m not, like a medical nurse. So I, I feel like at times by some people I’m looked 
down upon because “I’m not a real nurse”. (Participant 6) 
Further, two participants who work in multiple settings identified a surprising dialectic in how 
they are perceived by other nurses. They recalled previous conversations with their non-mental health 
peers: 
They tell us, “what do you know? You're a psych nurse!”. So they, they kind of talk down to us 
and say “Well you’re not the real nurse, you’re a psych nurse. You don't know this, you don't 
know that”. Well then you know what, most of the psych nurses they have come from school 
straight into psych and they do not have a lot of background knowledge, but for us that we, you 
know, we have worked in other areas -the moment that you tell them that, they look completely 
different at you. They almost look like “even” to them, plus we have the mental health 
knowledge. (Participant 7)  
Another participant shared a similar experience: 
What I found very interesting moving from the mental health nurse into the emergency 
department as the medical nurse, was everyone was saying, “oh you are a real nurse now”. 
(Participant 8) 
Participants noted that not all non-mental health nurses treated them this way. Some 
participants perceived that they were considered “brave” for working in mental health by their peers. 
Some participants attributed this perception to a lack of confidence in working with the population. 
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Other participants contributed it directly to their educational preparation, such that the concentration 
on technical skills was seen to impact nurses’ perception of their qualifications. How nurses were 
perceived may have been directly related to whether nurses have the capability to care for specific 
populations:  
I was told this as a student: “get your experience first before you go into mental health”. “Get 
your experience because you need to have all your skills.” Get your skills, get your skills, get your 
skills. And it was, whether or not it was intended it, was kind of like, repeated over and over 
again in nursing school, that nurses have skills. That nurses deal with pumps, they put in 
catheters, they do blood work, they put in IVs, they do these skills and these skills are 
technology-based and- right? They’re not skills that are like sitting and talking to a patient and 
de-escalating somebody. And talking to a family and calming someone down, like that emotional 
piece was never a skill. So I think as graduates, that is kind of just carried on that nurses: we do 
skills. And if you’re not putting in a catheter every day, you don't have skills. (Participant 8) 
Finally, other participants have noticed a significant improvement in professionalism, passion, 
and competence. Participant 4, who works in leadership, has noted an attitude change in other nursing 
staff with education. She stated:   
I am so incredibly proud of how far it has come in my career. Like I remember people saying 
“you don’t want to do that kind of nursing, it’s not real nursing”- the same as when I worked in 
[other health setting], “how can you do that?” “how can you work with those people?” so they, 
have been evolving into an understanding that “those people” are us. Conversely, when nursing 
staff are given the education, there can be a change in culture. (Participant 4)   
Later in her interview, Participant 4 described the positive impact education had on mental health 
patient care in medicine and surgery wards. Most participants identified that stigma towards patients 
and PMHNs could be significantly altered by an increase in education and exposure.  
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Gaps in Knowledge, Skills, and Application 
While some participants acknowledged they felt as though other nurses perceived them as not 
having skills, they and others believed there to be a gap in medical knowledge and application in 
PMHNs. Most participants noted that foundational knowledge of and the management of comorbidities 
was essential to working with individuals with MHA concerns. They provided examples of PMHN 
colleagues lacking familiarity with diabetes-associated care and metabolic monitoring with antipsychotic 
medications. Interestingly, however, the focus remained very much on technical skills, much like their 
non-mental health nursing peers. Participant 7 shared: “I also notice that when we have a medical 
patient, like when we have psych patient that turns kind of into a medical patient…everyone runs away 
because they are not comfortable doing anything medically”.  
Some participants expressed embarrassment at not being able to complete these skills and 
questioned their competence in the future if they were to continue practicing as a PMHN. When asked if 
PMHNs lack competency to manage medical concerns, Participant 1 stumbled over her words as she 
responded:  
Yeah, I do. I'm, maybe yeah. I don't know if I should say that no, I think, I think so. Honestly, and 
it depends, like I said, it depends on your experience. It depends on whether or not you've had 
medical experience before but, you know, unfortunately, I do. (Participant 1) 
Others, however, felt it is impossible to know everything. Participant 8 identified gaps in PMHNs ability 
to manage medical concerns, stating: 
I think it depends on their, on how long they’ve worked in mental health and been away from 
kind of the medical side. Cause I think sometimes it's also just exposure, like if you get your feet 
wet and get back into it, it comes back, it tends to come back quickly right. But ya, I mean there 
are definitely times where I’m surprised that things are missing, things are missed on the unit. 
Patient care- there’s, there's not an understanding of certain comorbidities that are frequent in 
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the mental health population, like diabetes care and wound care and like that kind of stuff- can 
sometimes be a little bit surprising. (Participant 8) 
She elaborated further that this is not unique to PMHN practice, stating, “[be]cause I think even medical 
nurses come across things that they don't understand right, all the time, it's just a huge part of nursing” 
(Participant 8). She identifies teamwork and the PMHN’s ability to problem-solve as solutions to 
knowledge and skill deficits. Participant 8 proudly recalled an example when her peer asked her to 
model and then supervise the care of a complicated wound dressing to enhance her ability to perform 
the task in the future independently.  
Difficulty Articulating Valuable Expertise 
Participants easily listed what skills they typically do not perform. Conversely, while they were 
passionate, motivated, and identified educating themselves into competent practice, they were less able 
to describe their role and what skills they use in day-to-day practice. Even one participant realized that 
she had been doing mental health nursing the entire time she had been practicing, even though her 
formal role was working with a different marginalized group. When asked about their knowledge and 
skillset, three of the participants held long pauses in speech, stumbled over words, and vocalized 
difficulty communicating their thoughts. During the interview, Participant 6 reflected on the question 
about her inter-professional communication. She identified having difficulty characterizing her skills, but 
then shared how she intentionally changes her language when communicating with her colleagues in 
the emergency department:  
If I’m thinking they won’t understand- or maybe because of my previous experiences, that I 
already have this pre-conceived idea that they’re not going understand- so I have to really 
explain myself more to them; when I know that another mental health nurse would just get it. 
[pause] I also feel like I kind of prove myself in a way, or like kind of really have to help them 
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understand what I’m saying and like prove my point and almost and at times get defensive. It’s 
just, I’ve learned to do that. Kind of get my back up a little bit. (Participant 6) 
Attributes and skills were often interchanged by the participants when they were directly asked what 
they do, as if synonymous. Participants described themselves as being problem-solvers, knowers of self, 
therapeutic users of self, person-centred, compassionate listeners, navigators of ethical dilemmas, 
stigma-reducers, and de-escalators. Participant 4 verbalized the belief that this research study would 
develop and describe these attributes, which she hoped could be used to guide her hiring process. 
Emotional Burden  
Five of the participants introduced the experience of emotional burden secondary to the nature 
of work without any inciting question. This concept was shared in the contexts of increased workload, 
patient acuity, and exposure to violence. Participants shared the prioritization of acute situations on the 
unit (such as violence) has led to sub-standard care for other patients, often due to lack of capacity and 
time. One participant shared her perspective: 
Well, first of all, very acute patients, budget cuts. So they have cut a lot of nurses - the nurse, 
the patient to nurse ratio has increased. We used to, for example on the night shift, we never 
had more than seven patients, now we have up to eleven. So big burn out, you know you have 
less staff with more violent and psychotic patients, more drug addictions. A lot more aggressions 
on the unit to deal with. Patients are sicker than before. When it comes to burnout, you know, 
having a bad shift, you can't be stressed enough for the next shift. People call in sick, and then 
they call other people to come in for overtime and that happens to me and it's just, it goes into 
like a circle you know. It's a workload increase which, with sicker patients than ever before and 
we really feel burnt out. Even to go 12-hour shifts with patients in a continuous, especially with 
patients in a [Psychiatric Intensive Care Unit], in a locked unit, it is absolutely, absolutely brutal. 
(Participant 7) 
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The same participant had to reschedule her initial interview for the study due to a violent event that 
impacted her schedule that day:  
My patient was punching another patient. And you know, they were getting into a fight, you 
know I went to separate them [be]cause I was comfortable with it, but they said I shouldn't have 
because maybe I could have gotten hurt, you know? And then, the patient wants to charge, so 
you have to deal with the police. It's just one little thing draws so many other things. And then, 
we neglect other patients because we deal for hours with this, and then the other one goes and 
cuts herself in the hallway because her nurse didn't have time to talk to her. (Participant 7) 
Two participants shared a belief that a lack of passion and low resilience were causal factors of 
emotional strain. These and other participants also attributed custodial approaches to care to a lack of 
passion. In response to a question about drivers for custodial and paternalistic care, one participant 
stated:  
I think probably, like, burnout. It’s a really difficult area to practice in, and if it’s not an area that 
you’re really passionate about and an area that you want to practice, I think it’s very easy to 
become frustrated and if you don't have a lot of patience, then again it’s easy to get very 
frustrated, I think. (Participant 5) 
Participant 4 shared her perspective as an individual in leadership: 
I was working part-time in [another specialty], but I was in an interview and the last question 
they said was “what do you do for self-care?” Like, I, shit, nobody has ever asked me that. That’s 
a great flipping question. Like that, that really gets to the core of how you take care of yourself. 
Which I think is so important, it’s, with a lot of these nurses who are having a tough time that I 
am dealing with who, they come to work and expect work to fix it for them. (Participant 4) 
To summarize, participants expressed concerns about the continued lack of preparedness in the 
new graduate nurses. They felt integral aspects of competent PMHN practice are developed through 
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self-directed, personal learning practiced, and they were influenced by the quality of the culture of the 
mentoring unit staff. Participants also observed and experienced stigma associated with the care of 
persons with MHA concerns in their non-PMHN colleagues. They partly attributed this to a lack of 
foundational exposure, education, and experience provided in undergraduate nursing programs. Deficits 
in general medical aspects of PMHN practice were described by some participants. Despite initial 
challenges with communicating their expertise, participants named and delineated attributes of a 
competent PMHN. These experiences and observations coincided with their recommendations for 
nursing undergraduate curricula and the nursing profession.  
Psychiatric Mental Health Nurses Want Change  
This theme contains three sub-themes: (a) mandatory MHA content; (b) mentorship and 
education matters; and (c) advancing the PMHN. This theme is important as it encompasses concrete 
recommendations shared by participants.   
Mandatory Mental Health and Addiction Content  
The participants were unified in their opinion that the baccalaureate nursing programs in 
Ontario include mandatory MHA theory and clinical courses separated from other courses.  
They felt theoretical content integral to foundational PMHN practice included:  
• a knowledge foundation of MHA conditions, their development, and management 
• comorbidities and management  
• psychopharmacology 
• psychotherapeutic skills 
• ethics 
• stigma 
• recovery and trauma-informed theoretical underpinnings 
• family care 
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Participants also postulated self-care as a potential topic for nursing curricula. Some felt that it 
would assist in reducing the prospective risk of emotional strain and foster resiliency. A few participants 
also shared their belief that the universities could better prepare nurses by being more open about 
challenging experiences, such as ethical and moral dilemmas, and the potential to encounter violence 
while at work. Participant 7 stated: 
You know what, when you go to school and people tell you, you know what, you should expect 
this and this and this, maybe you’d be okay. But when you go to school and they didn't tell you 
anything about it and you just keep thinking everything will be nice and peachy, it's a completely 
different two worlds. We have people that have come, seen it, and they are gone. Because they 
said I was never even taught about this that it would be like that, so. So I think even verbal 
exposure to them, I think, it would help but definitely like clinical, physical exposure would be 
the best. (Participant 7) 
Participants noted that clinical placements should focus on mental health nursing assessments, 
care planning, patient engagement, and implementation. Some participants also felt that complex 
patient care and psychotherapeutic skills with supervision could be successfully delivered at the 
baccalaureate level. Participant 3 endorsed that a meaningful clinical experience included exposure to a 
variety of placements, such as outpatient MH: “It would be nice to see more outreach/outpatient 
mental health placements. Inpatient is valuable too, but it is different from outpatient or outreach”. 
  Participant 8 had the opportunity to follow assigned acute inpatients through the experience of 
assessment, crisis care, and stabilization on multiple units, which she states was helpful in her transition 
to practice. She states her MHA clinical placement prepared her better than her role in oncology:  
I started like one of my first nursing jobs right off the bat was at [a psychiatric emergency 
service]. Like I started there at the same time, and I feel like my transition at [psychiatric 
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emergency service] was better than my one at chemo. Like I felt more prepared for that role, 
and like especially with it being in acute psychiatry. (Participant 8)  
While the perception was that this education was integral to PMHNs and could positively alter 
the challenges that new PMHNs experience, participants felt all nurses need this educational 
foundation, regardless of specialty:  
Maybe a little bit more preparation and like, maybe something like making them aware that 
they will [pause] whichever specialty they chose, they will be needing mental health and that 
they have to realize they are going to have to be comfortable talking to those people - that 
would be a little bit helpful. And also that would get rid of the stigma because I think that's a big 
issue there… But if, if the nursing schools, you know, if they introduce a little bit more mental 
health. Because mental health is becoming a big part of even emergency medicine. I know 
doctors and I know emerge nurses hate it, you know what, honestly, every night in my hospital 
and in [city] - thirty, forty, sometimes even fifty percent of the patients in emerge are all mental 
health patients. So I think even for that emerge nurse, even for that ICU nurse, even for that  
medical surgical nurse, they really need to be taught more about mental health and addictions 
because that is becoming a very big part of any nursing specialty. (Participant 7) 
Participant 1 also shared a perception that stigma in all nurses could be reduced in the classroom: 
But the upstream, like the upstream bigger picture, and actually like affecting you know 40 
students for instance or 50 students in a classroom and talk to them about stigma. Because 
stigma needs to be told to everybody, I think and like how to de-stigmatize like your care and 
stuff like that right? So, I think that’s a huge aspect, like maybe even bigger than 
psychopharmacology because that can be learned, whereas stigma, you need to really focus on 
your values and you need to know more about stigma to be able to converse with any patient.  
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Mentorship and Education Matters 
Participants expressed that the expertise of professors, mentors, and senior colleagues was 
critical to their experiences of becoming a PMHN. Participant 8 shared her perspective of her MH clinical 
professor after explaining that she chose to become a PMHN because of her clinical placement:  
Oh I loved her. I looked up to her so much [pause]. She was one of the many profs that we had 
but, but my mental health prof specifically. Yeah she was a mentor for me while I was a student. 
She was so great. And she knew where her gaps of knowledge were and she would get other 
professors to come in and teach certain classes. (Participant 8)   
Participant 6 identified the personal perspective change she gained from her preceptor at her MH 
clinical placement:  
[She] was very knowledgeable. She had taught me a lot about looking at the person not from 
looking at them like an addict, but like the reason why they became that way. Whether it be 
genetics, whether it be a stressor or whether it be an accident or, so I was like, it kind of opened 
my eyes. Wow, I was looking at these people before where they are just an addict, where 
there’s so much more to them. She opened my eyes to see there’s much more to this person 
than them just being addicted to drugs. (Participant 6) 
When exploring continuing education after graduation, Participant 5 expressed frustration at gaining 
access to the necessary courses, attributing it to the limited PMHN academics or lack of demand for 
such opportunities, stating: 
I don’t know if it’s because we don’t have enough people who are passionate about mental 
health nursing who are in like leadership roles or academia that are able to teach these skills like 
these courses. Or like there’s not enough demand for them. (Participant 5) 
Other participants noted there to be a role for ensuring mentorship in health care organizations 
when an individual is newly hired, which they identified to be helpful for themselves. Participants who 
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were granted the opportunity to be formally offered new graduate mentorship through a provincially 
funded and paid program felt they had smoother transitions to practice than their peers who did not. 
Similar approaches were recommended by participants to onboarding institutions:    
I think what would be helpful would be for them to be paired up with a senior nurse and to kind 
of be mentored into the position. So they are free to ask and experience any questions or 
scenarios that are played out on either the unit or emergency unit with these folks that we’re 
dealing with, so they can ask the questions that they need to. (Participant 6) 
PMHN nursing administrators in health care organizations were felt by participants to have a 
responsibility to educate onboarding staff and provide a supportive workplace for learning. Participant 4 
transitioned into a formal mental health role as an experienced nurse, and shared her experience of an 
onboarding program:  
And then I did the CNA certification [in mental health], so I did the prep piece, the CNA prep, 
which was offered through my workplace. So I felt better prepared. I also then went to work for 
the [institution] and that- they provided a lot of education...it was on the job training, I had lots 
of support. (Participant 4) 
Advancing the Psychiatric Mental Health Nurse 
Questions regarding the future roles of PMHNs yielded a variety of answers. As previously 
mentioned, some participants desired enhanced PMHN expertise at the leadership and academic levels. 
Some participants shared the belief that PMHNs should gain advances in the practice of psychotherapy. 
Other participants felt there should be an advancement in clinical practice such as through specialized 
extended care licensing with the CNO as a psychiatric mental health nurse practitioner. Three 
participants identified primary care as an underserviced health care gap for the PMHN to fill. One 
participant identified a changing landscape, particularly in Ontario:  
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We're going into, evolving into Ontario Health Teams. Well, we want to, I think, I think as a part 
of the mental health nurses, we should be doing a lot more education, prevention, and kind of 
like, primary care. (Participant 1)  
Another participant shared how PMHNs in primary care could assist in reducing the burden in the acute 
care system:  
I feel like we should be utilized more in like doctor’s offices as well. I mean, the population, the 
mental health population that we get in the emergency department because they weren’t dealt 
with properly in their doctor’s office; if there was a mental health nurse there to sit down and 
talk to them, there’s like one in the family health team, on each team. But there needs to be 
more nurses, mental health nurses. (Participant 6) 
Another participant felt PMHNs in primary care could improve access to community MHA services and 
waitlists:  
I think that mental health nurses could be used- not to diagn-we are not diagnosticians 
certainly- but I think a lot more triage for outpatient support could be managed by mental 
health nurses. I know it is in some areas and some services. I do triage for my program, but 
given that there’s a huge, huge backlog of waitlist of clients waiting for outpatient mental 
support within their communities, such that they are not driving from Niagara Falls to Toronto 
to see a psychiatrist. I would like to see mental health nurses used more, I guess, efficiently. 
(Participant 3) 
In summary, participants shared several recommendations for changes to the nursing 
baccalaureate curricula in content and application. Additional recommendations were specific provided 
for academic educators and institutional leadership to enhance the experiences of student nurses and 
new PMHNs. Finally, participants identified gaps in the current PMHN practice and the overall health 
care community as opportunities advance the PMHN role.   
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Chapter 5: Discussion 
This study explored the perspectives of PMHNs from Ontario regarding the adequacy of their 
generalized baccalaureate preparation for nursing in MHA, and the impact it had on both their transition 
into PMHN practice and on their experiences as PMHNs. Sally Thorne’s Interpretive Description to 
explore these participants’ perspectives and experiences was useful as it allowed for meanings to be 
found for discipline-specific application (Thorne, 2016). To this researcher’s knowledge, this is the first 
study in Ontario where the researcher has explored the first-hand experiences and perspectives of the 
individuals who have completed the baccalaureate nursing program, transitioned from student to 
PMHNs, and grew into competent PMHN providers. As the largest clinical body interacting with society 
at individual, family, and community levels, hearing the voices, perceptions, and experiences of the 
professionals within that clinical group can be a step toward contributing to the future of better care for 
a desperate, marginalized, and growing population. This study's outcomes may help develop 
baccalaureate nursing curricula, and strategies for onboarding organizations to introduce and retain 
new PMHNs for competent practice, and support PMHN leaders to identify and address knowledge and 
practice gaps in practicing PMHNs. This study also identifies and clarifies potential questions and areas 
for further exploration of the attitudes and current care practices of the MHA population in all areas in 
health care.  
This discussion chapter is organized under the following headings: inadequate preparation, 
entering practice cultures, overcoming unique challenges, the expert PMHN, emotional burden, and 
recommendations. Each of these headings corresponds thematically with Benner’s (1982) novice to 
expert nurse phases of development (i.e., student to expert PMHN). Recommendations will be 
delineated further, specifically related to the nursing curriculum, health care organizations, and PMHN 
advancement. The applicability for nursing practice is integrated with current literature, and 
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recommendations are made in their respective subsections, including areas for future research. Finally, 
the strengths and limitations of this study are described, followed by the concluding remarks.  
Inadequate Preparation 
Participants viewed their nursing undergraduate preparation to focus on a bio-medically-based 
knowledge foundation and the technical skills required to care for physically unwell persons. Regulated 
nurses in Ontario are educated and prepared by CNO accredited institutions (CNO, 2018a). Entry- to- 
practice- competencies for RNs are updated and revised to “ensure that the entry-level competencies 
are evidence-informed and reflect new developments in society, health care, nursing knowledge and 
current best practice” (CNO, 2018b, p.3). The CNO evaluates baccalaureate nursing programs on the 
foundation of these competencies to ensure that graduates can practice according to their standards 
upon entry to practice (CNO, 2018b). The quality and quantity of MHAs content in the baccalaureate 
nursing curriculums was perceived to be inconsistent amongst the participants, which is compatible with 
the concerns identified by Kent-Wilkinson, et al. (2016). Foundational knowledge in mental health 
conditions varied; however, most participants had no preparation for engaging with populations with 
substance use disorder. MHA theoretical content was especially lacking in critical thinking and 
application, particularly mental health nursing-specific care: the premise of psychotherapeutic care; 
complex conditions, comorbidities, and their management; and basic PMHN care that circumferences 
biomedical psychiatric-based interventions (for example, the metabolic monitoring of individuals on 
neuroleptic medications).  
Participants had varying experiences during their clinical placements. The main attributes to a 
poor MHA clinical placement were comparable to what has descriptions by Slemon et al. (2018). For 
example, nurses were perceived to disempower patients, provide only task-based care (such as 
medication administration), and were observed to be “inappropriate and nontherapeutic” (p.367). In 
both the Slemon et al. (2018) and the present study, staff nurses on the units were described to avoid 
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patients and concentrate all interactions on basic care. Nursing student observation of abusive and 
dehumanizing care by the unit staff has been postulated as a reason for graduates to elect to work in 
other PMHN practice areas (Wojtowicz et al., 2013) or, in one case in the present study, initially avoid 
the specialization on graduation. One participant (nursing student) in the Wojtowicz et al. (2013) study 
deviated from the PMHN career due to the task-based approaches and neglect of emotional support, 
causing them moral distress. Delaney (2012) speculated in their paper that these care models may be 
drivers of poor PMHN practice.  Interestingly, another participant wondered if certain nurses choose to 
work in MHA because of clinical placement on a unit with institutionalized and paternalistic care models 
(Wojtowicz et al., 2013). Further to this, Hooper et al. (2016) and Wojtowicz et al. (2013) identified 
these custodial practices to negatively impact interest and retention also. 
The writer found that clinical placement can positively affect career pursuits, particularly if the 
environment fosters a holistic, recovery-based lens, as well as support from mentorship, and expert 
clinical instruction. Happell et al. (2008b) had similar findings in their study about clinical placement and 
interest in the PMHN profession, particularly related to the nursing students’ relationship with unit 
nursing staff and their time in placement. Clinical placement and instructor quality can also improve 
attitudes towards individuals with mental illness. Stuhlmiller and Tolchard (2019) observed that both 
instructor expertise and attitudes contributed to moulding student experiences and perspectives 
towards persons with mental illness in their study.  
Entering Practice Cultures  
Practice cultures that new nurses and students enter can impact the quality of care because of 
the significant role mentorship and senior nurse/collegial guidance play in developing a personal 
practice foundation. In this sub-section, custodial PMHN practice cultures, the focus on technical and 
task-based skills, and the experience of associative stigma from the general nursing population will be 
discussed.  
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  Participants identified a relationship between improper preparation in the nursing programs 
and the onboarding of new nurses into pervasive, entrenched, custodial practice cultures. Custodial 
practices include the use of constant observation, offering privileges for resources and space with 
“good” behaviour, restrictions with “bad” behaviour, removal of personal belongings, seclusion, and 
restraint under the guise of risk management (Slemon et al., 2017). These are thought to be remnant 
interventions previously used during the era of institutionalization (Slemon et al., 2017). Furthermore, 
the diversion away from therapeutic PMHN practice by the RNAO after World War II (Tipliski, 2004) 
inevitably left PMHNs with “skills” such as medication administration and restraint use to manage 
persons locked away in asylums. Despite de-institutionalization, fear, risk-aversive, and task-based 
interventions persist. Goulter et al. (2015) found that Australian PMHNs spend only 32% of their time 
providing direct patient care in their three mental health wards' descriptive observational study. PMHN 
time was consumed otherwise by indirect care (for example, documentation and computer data entry) 
or service-related tasks (for example, meetings and coordinating shifts). Goulter et al. (2015) postulated 
this to be a consequence of shifting from the PMHN focus on the therapeutic relationship to the 
delegated, task-based medical model approach to mental health care. The idealization of biomedical 
psychiatric interventions in risk-averse care settings threatens fundamental aspects of the PMHN role 
(Hogan & Shattell, 2007; Slemon et al., 2017). These care settings can be found in acute psychiatric 
units, where positive interpersonal interactions are over-ruled by legitimatized, stigmatizing, 
detrimental practices (Slemon et al., 2017, 2018). These standardized practices include containment and 
forced treatment at the direction of the psychiatrist. Hogan and Shattell (2007) adeptly asked, “If the 
only way to help is through encouraging patients to comply with the treatments of another professional, 
what does this do to the role of psychiatric mental health nurses?” (p.436). This environment challenges 
even the most educated and skilled PMHN to engage in the most critical part of their role: the 
therapeutic relationship (Peplau, 1995). The lack of emphasis on PMHN theoretical practice frameworks 
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in baccalaureate nursing curricula may have contributed to enduring task-based, safety-oriented 
cultures. Happell and Cutcliffe (2011) reported a generalized loss in interpersonal skills in PMHNs after 
the elimination of specialized PMHN direct-entry nursing program, contributing to the argument that 
nursing education plays a vital role in the quality of PMHN practice. If new PMHNs are not prepared to 
competently practice and the mentoring PMHNs are not competently practicing, what will change? As 
described by participants in the present study, the new nurse must independently take the initiative to 
self-educate and be brave enough to challenge strong-rooted unit cultures. Consequentially, Hooper et 
al. (2016) stated “It can be postulated that a new graduate entering the workplace with positive 
expectations in their first year of practice, who encounters a negative experiential culture, will develop 
an ambiguity about mental health nursing being a career prospect” (p.289).  
Inadequate attention and apathy regarding the value of the therapeutic relationship in the 
undergraduate nursing curriculum were perceived as contributors to the stigma noted by participants 
amongst their non-mental health nursing colleagues. Nurses' stigma towards persons with mental illness 
and addiction is not a new phenomenon (Ross & Goldner, 2009). Negative stereotypes, knowledge 
foundation deficits, and lack of training in interventions for the mental health population have 
negatively impacted medical-surgical nurses’ therapeutic relationships and patient outcomes (Alexander 
et al., 2016). Participants also observed this in practice with their non-mental health nursing colleagues 
in the present study. As described in the present study, PMHNs still observe fear, negative attitudes, and 
stereotypes about persons with MHA concerns in nursing peers to negatively impact patient care. Ross 
and Goldner (2009) and Sercu et al. (2015) identified confidence and skill deficits in health care and 
nursing professionals in caring for persons with MH concerns. More concerning, participants in the 
present study and Waddell et al.’s (2020) study felt their non-PMHN peers also lacked awareness of 
these skills deficits and the qualifications required to care for the MH population competently.  
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Participants reflected a belief that their non-PMHN colleagues did not feel as though mental 
health care was their primary responsibility (Happell & Cutcliffe, 2011). Therapeutic interpersonal skills 
were observed by participants to be under-valued by the general nursing profession when compared to 
technical skills. Technical skill examples provided were typically intravenous line management and 
urinary catheterizations. “Nurses do skills” after all, according to one of the participants. The focus on 
developing technical skills before entering PMHN practice is not new (Shattell, 2009). Participants in the 
Happell et al. (2013) were discouraged by both members of their social circle and nurses in the clinical 
setting to work in the PMHN setting, as they were at risk for not using technical skills such as “putting up 
[intravenous lines]”. PMHN skills have been previously described as not real nursing skills (Happell et al., 
2013; Waddell et al., 2020). Gouthro (2009) adeptly stated,  
clearly, the care-cure dichotomy and socialization of nursing students may play a role in 
perpetuating stigmatization by situating mental health nursing as substandard, second-class 
work. This devaluation of mental health nursing mirrors the devaluation and stigmatization of 
people who have a mental illness and their health care needs. (p. 671)  
In the present study, participants reported their non-mental health nursing colleagues described MHA 
patients as “not [their] problem”, as no technical skills-based interventions were requiring their 
attention. Non-mental health nurses were observed as identifying their patients as “problems”. The 
therapeutic relationship could arguably not be necessary if patients are “problems” instead of 
“persons”. This problem-based perspective could also contribute to the PMHN being perceived and 
valued by their ability to perform interventions that paternalistically “fix” problems competently. The 
PMHN will not fulfill these expectations as MHA recovery is often not linear, time-sensitive, reactive, or 
black or white.  Rather, PMHNs provide care on a continuum that re-empowers the patient (Barker, 
2001).   
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PMHNs were found in this study to be perceived as less valued by general nurses because of 
their inability to competently perform the aforementioned technical interventions that are not typically 
required or part of their skillset. These experiences are unsurprising, as the comprehensive 
baccalaureate-prepared nurses have variable knowledge and understanding of MHA conditions (Kent-
Wilkinson et al., 2016) and limited insight into the skills of the PMHN role (Waddell et al., 2020). 
Furthermore, participants identified knowledge and application gaps in clinical practice, particularly 
recognizing their role in identifying and mitigating comorbid conditions and sequela. PMHNs have been 
previously described as low in confidence concerning physical health concerns while simultaneously 
prioritizing physical health conditions over mental health conditions (Gray & Brown, 2017; Lundström et 
al., 2020; McAllister et al., 2014). This is consistent with the findings in the present study. Knowledge 
gaps and lack of experience with technical skills may contribute to a belief that PMHNs are unskilled or 
lazy, especially if there is low awareness of the quality and characteristics of the PMHN role (Harrison et 
al., 2017; Waddell et al., 2020) and diversity within the specialty. PMHNs care is holistic and centrally 
based on a therapeutic relationship (Barker, 2001). It is not comprehensively evaluated through 
problem-based, time-sensitive, high feed-back or black and white measures such as observing a 
potassium level normalize after providing replacement. The Waddell et al. (2020) study identified a gap 
in acknowledging specialized education and PMHN skill development in RPNs in the general nursing 
population as a contributor to associative stigma. One of the participants in the Harrison et al. (2017) 
study on associative stigma described mental health nursing as “the red-headed step-child of nursing 
careers” (p. 516).  
Participants demonstrated difficulty articulating expertise on direct questioning. Delaney (2012) 
and Bladon (2018) suggested this may inadvertently contribute to the associated stigma PMHNs 
experience as they are often silent and unprepared to challenge stigmatized attitudes and beliefs 
directly. Interestingly, the participants in the Waddell et al. (2020) study were described as full of pride 
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and well versed in the unique aspects of their profession. It should be noted that the participants in the 
Waddell et al. (2020) study were RPNs from Manitoba. As previously mentioned, RPNs in the western 
provinces complete specialized, PMHN-specific, direct-entry programming before regulated practice. 
Nonetheless, PMHNs must develop the language to communicate their value and highlight their skills, as 
they are equipped to challenge and change associative stigma (Harrison et al., 2017). These concepts 
can be introduced and cemented in the nursing curricula (Happell et al., 2013; Waddell et al., 2020) to 
support students interested in pursuing the PMHN specialty and for reducing stigma in the nurses that 
work in other areas.  
It is important to recognize the PMHNs who value the therapeutic relationship and use of 
interpersonal interventions (Gabrielsson et al., 2016; RNAO, 2017) and demonstrate the determination 
to be successful.  In the present study, participants promoted the therapeutic interpersonal relationship 
and demonstrated expertise. They highlighted the importance of taking a personal interest in MHA 
populations and developing their competence for practice. Intrinsic motivation, educational 
preparation, and access to resources are factors that contribute to effective PMHN practice. 
Speculatively, these variables may be contributing to a PMHN population that is diverse, broad in 
knowledge, and varied in skill and ability. 
Overcoming Unique Challenges  
Personal passion and self-directed learning have taken the forefront for professional self-
development within the PMHN population. Participants in a study conducted by DeSchiffart, 
Marcogliese, and Vandyk (2019) obtained professional development through means similar to those 
described in the present study (e.g., training sessions and self-directed learning).  Mentorship and 
modelling by skilled and competent PMHNs were also invaluable to participants’ ability to overcome 
challenges, develop their professional identity, and ultimately gain competence. Interdisciplinary 
mentorship (for example, physicians) enhanced expertise. Narratives of safe and mentoring 
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environments with peers illustrated how competence can be developed when an error is tolerated, 
learning is fostered, and resilience promoted (Gabrielsson et al., 2016; Procter et al., 2011).   
Resilience and passion for excellence were prominent features within this participant group. 
Similarly, Gabrielsson et al. (2016) found PMHNs with confidence, humanistic values, and present-
centred focus were better positioned to take ownership of their nursing practice regardless of the care 
culture on the unit. The internalization of the PMHN role produced a nursing identity apart from their 
non-mental nursing colleagues. As previously mentioned, participants perceived their colleagues to have 
a limited understanding of and lack of respect for the PMHN role and skill set. Some of the participants 
themselves internalized the belief that PMHNs do not have nursing “skills.” Participants with experience 
in more than one specialty felt both sets of skills were different, yet equally valuable.  Previously 
pigeonholed as “soft skills”, Waddell et al. (2020) proposed re-labelling and promoting the techniques 
used by PMHNs as “essential skills” (p.5), necessary for patient engagement and recovery within the 
mental health care system (Delaney, 2012; Santangelo et al., 2017).  To de-stigmatize MHA care and the 
PMHN role, PMHNs should not be silent (Bladon, 201; Halter, 2008). Instead, they must communicate 
the value of the specialty (Delaney, 2012). Given the risk of internalizing negative attitudes and beliefs 
(Halter, 2008), PMHN expertise and skill should be recognized and identified within the specialty as 
much as with non-mental health nursing peers.   
Participants felt themselves to be expert clinicians despite their challenges of poor educational 
preparation for PMHN practice, custodial care cultures, and associative stigma. They resisted the idea 
that the PMHN is losing its identity and shrinking in numbers (Lakeman & Molloy, 2018). On the 
contrary, they felt the PMHN role needs to expand into various settings and clinical roles.  
The Expert Psychiatric Mental Health Nurse 
The PMHN expertise was woven throughout the findings in this study. The participants 
described their knowledge, value, and skillsets in the context of experience and personal development 
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rather than stemming from their undergraduate preparation. By integrating findings from this study and 
current literature,  PMHN viewed themselves as: knowers of “mental health, mental illness, and 
addictions” (Graham et al., 2020, p.397),  knowers of self (Carper, 1978; Eckroth-Bucher, 2010),  
therapeutic users of self, problem-solvers, empowerers (Barker et al., 2001),  person-centred carers, 
compassionate listeners, navigators of ethical dilemmas (Patterson et al., 2008), stigma-reducers 
(Graham et al., 2020; Waddell et al., 2020), and de-escalators. These labels aptly provide language for 
aspects of the PMHN role that are often difficult to articulate.  
Emotional Burden 
An unexpected finding from this study was the discussion of emotional strain, which was 
presented by participants to be secondary to violence at work and a loss of passion for the role. In 
certain care areas, PMHNs often entered potentially volatile situations, regardless of whether they were 
adequately prepared in their nursing education to identify and support emotionally dysregulated or 
behaviourally activated persons. The nature of mental health nursing in restrictive environments and 
lower staffing levels have been documented as contributors to PMHN burnout (Hanrahan et al., 2010). 
Stevenson et al. (2015) found that nurses had difficulty with the tension between empowering patients 
and being held responsible for controlling patients and their environment. They also found that nurses 
believed violence to be an expectation, where they had to choose between their well-being and the 
need to provide patient care. One participant described de-escalation (the supporting the re-regulation 
of emotions in an emotionally dysregulated individual) being an aspect of burnout, even though it is also 
considered an essential skill for nursing practice (CNO, 2019). No studies were found to link inadequate 
undergraduate mental and addiction education and experiences of PMHN burnout (when using the term 
“burnout” in search.  This is an opportunity for future research exploration.  
60 
Recommendations 
This section integrates the recommendations from participants and findings from this study with 
the available literature. These recommendations are described under the subsections of the 
undergraduate nursing curriculum, health care organizations, and disciplinary advancement of 
psychiatric mental health nursing (see Table 3 for a summary). Future research opportunities are 










• Mandatory, stand-alone MHA theory and clinical courses,  
• Lived experience inclusion in curriculum development and teaching.  
• PMHN expertise in clinical instructors, mentors, and preceptors  
• Curriculum review for hidden stigma, anti-stigma programming, and 
placements  
• Peer-mentorship in clinical simulation  
• Post-clinical reflection on praxis  
Health care 
organizations 
• Education for practicing PMHNs  
• Onboarding practices to include didactic and clinical orientation 







PMHN expertise within senior administration 
Address stigma within organizations 
• Academia 
Mentorship between experienced and new PMHN faculty  
PMHNs teach PMHN theory and clinical courses 
• Clinical 
MHNP designation 
Regulated psychotherapy practice 
Dedicated primary care PMHN clinical and liaison roles 
 
Undergraduate Nursing Curriculum  
The opportunity to alter the narrative for the PMHN profession can begin with curriculum 
change in baccalaureate nursing programs. Findings from this study suggest that mandatory MHA theory 
and clinical courses are needed to support the new PMHN in their ability to meet entry-to-practice 
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standards. Supportive resources have been developed in response to the issue of inadequate 
preparation by the RNAO in their Mental Health Addiction Resource for undergraduate curriculum 
development, published in 2016. More recently, revised CNO entry-to-practice guidelines for September 
2020 present a competency framework through nine roles that encompass the RN (CNO, 2019). New 
terms have been presented and highlighted, and for the purpose of this study, MHA focused 
competencies have been noted by the researcher to be excitedly included. The impact of these 
framework changes and focus on the new graduating nurses of 2020 is yet to be known.   
Participants suggested content integral to PMHN care to include: a knowledge foundation on 
MHA conditions and their development and management, comorbidities and management, 
psychopharmacology, ethics, stigma, recovery and trauma-informed theoretical underpinnings, and 
family care. These course content recommendations are not new. They are parallel to the indicators 
found in the entry-to-practice MHA competencies for undergraduate nursing education in Canada (CASN 
& CFMHN, 2014). All participants graduated from their nursing programs before this document was 
released; however, participants noted deficits in new capacity to care for the MHA population in new 
onboarding nurses within publication date. This may suggest that nurses are still not prepared to care 
for individuals with MHA conditions on entry-to-practice. Subsequently, it is recommended nursing 
education institutions seek to meet the indicators listed in the CASN and CMFHN (2014) guidelines in 
their curriculum development at a minimum. There were no conversations or recommendations for a 
specialized direct-entry program from the participants in the present study, although this idea was not 
directly explored. It may be of value for the PMHN community in Ontario to monitor curriculum 
developments in Australia, as their PMHN academic community continues to vocalize frustration with 
the preparation of PMHNs in comprehensive curriculums (Happell et al., 2020).  
Findings from this study contribute to a larger body of literature that mandatory MHA content 
may have a positive impact on the capacity of the greater nursing population to provide improved care 
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and reduce stigma (Happell, 2014b; Ross & Goldner, 2009). Alexander et al. (2016) recommended nurses 
be prepared to holistically care for persons with mental health concerns, regardless of the clinical 
setting. Stigma is a large barrier to interest in the care of persons with MHA concerns.  One of the 
participants reflected how a peer navigator positively impacted her personal nursing framework and 
lens for practice. Involving individuals with lived experience in nursing curriculum development and 
clinical instruction with students have been noted to be useful in reducing stigma (Happell et al., 2019). 
Happell et al. (2019) suggested the use of “a consumer academic” (p.141), where the instructor teaches 
through the perspective of the lived experience, to enhance student understanding beyond textbook 
descriptions. Participants in the current study endorsed the need for a clinical placement to provide the 
necessary exposure to MHA conditions, although the relationship to stigma was not explicitly expressed. 
In an unpublished master’s thesis, Elchuk (2018) explored the beliefs of fourth-year nursing students 
from a university in Ontario about substance use disorders. To tackle stigma, which has been shown to 
prevent individuals from seeking services (MHCC, 2013), Elchuck (2018) recommends two-tier anti-
stigma programming. The first tier concentrates on personal stigma, and the second (which builds on 
the first) focuses on system-level stigma (Elchuk, 2018). To expand further on this, PMHN educators 
should engage in self-reflection, evaluate the risk of stigma perpetration in the current curriculum, and 
advocate for quality, dedicated time to MHA theoretical and clinical content; including the time to 
enhance awareness of personal and societal stigma (Gouthro, 2009).  As the participants in this study 
and the study by Graham et al. (2020) identified, PMHNs also are critical participants in reducing 
pervasive negative beliefs about mental illness and addictions, which is difficult to do without the formal 
identification of stigma within systems (for example, inequitable health care delivery).  
It is important to reflect on the risks associated with continuing to offer MH clinical placements, 
particularly if the experience might be perceived negatively (Slemon et al., 2018). Potential costs include 
moral distress in nursing students, potential loss of interest in the specialty (Wojtowicz et al., 2013), and 
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perpetuating negative attitudes and beliefs about PMHNs being unskilled (Halter, 2008). Nonetheless, 
the introduction of theoretical frameworks (such as trauma-informed care) that drive evidence-based 
PMHN practice to nursing students can shape their independent perspectives, even if they face 
distressing clinical placement (Slemon et al., 2018). These frameworks, coupled with skilled and 
supportive PMHN educators, can assist in supporting the student to resist unsafe and uninformed 
practices. Graham et al. (2020) noted:  
The key to a successful clinical rotation is to ensure that instructors, mentors and/or preceptors 
have comprehensive knowledge, the appropriate skill level, are highly professional, and 
consistently model the values, beliefs and attitudes that support de-stigmatized, quality care for 
those people with mental disorders and addictions. (p. 401)  
Placement location was noted by some participants to be integral, such as including community PMHNs 
or allowing nursing students to be placed in a variety of settings in one rotation. Graham et al. (2020) 
suggested service-learning opportunities such as at soup kitchens and anti-stigma community events to 
enhance learnings on intersectional relationships, self-awareness and increase comfort with 
marginalized populations. They also propose the value of simulated patient cases to enhance 
competence in interactions with persons with mental health concerns and addictions. Miles et al. (2014) 
proposed the use of peer-mentorship in simulation, utilizing senior baccalaureate nursing students to 
portray the patient, provide feedback to the junior student, and the junior student completes a self-
reflection. Miles et al. reported positive developments for both senior and junior students, with senior 
students developing a greater understanding of and empathy for persons with MH disorders, and junior 
students developing a heightened self-awareness of their baseline therapeutic communication skills 
(Miles et al., 2014).  
The possibility of entering a clinical environment modelling custodial care will continue to exist 
in the absence of intervention by the nursing profession and education institutions. Even so, avoiding 
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MHA clinical placements entirely deprives the student of the opportunity to address and explore 
personal negative stereotypes that may accompany them into their nursing practice. The following 
section describes recommendations for health care organizations and their senior administration.   
Health Care Organizations  
Despite changes in the entry-to-practice competencies, there is no formalized published plan 
known to enhance practice competency and target negative attitudes in practicing nurses. Further 
questions continue to arise at the responsibility at senior administrative levels, particularly noting 
stigma as a systematic problem infiltrating all corners of society and institutions (MHCC, 2011). This 
stigma may contribute to some nurses' belief that institutionalized and custodial care is normal and 
expected (Hoekstra et al., 2010; Natan et al., 2015). Within organizational leadership, there exists an 
opportunity to change this narrative by ensuring there is PMHN expertise within senior administration 
who can model and lead evidence-based practices, address stigmatizing cultures and organizational 
practices, and adapt unit norms that are outdated, paternalistic, risk-aversive, and therapeutically 
stagnant.   
 The writer found in the present study that PMHNs often must seek out their education separate 
from their undergraduate education to gain confidence and competence to practice. There is an 
opportunity for workplaces to support PMHNs by offering education and mentorship support, with 
policies in place to ensure their continued use and existence. DeSchiffart Marcogliese and Vandyk (2019) 
found that participants (PMHNs) in their study were specifically interested in obtaining educational 
support after exceptional situations (such as patient violence). Participants in their study expressed 
preferences for in-service training, attending conferences, personal readings of scholarly literature, and 
the use of case studies as opposed to online modules and peer-presentations when evaluating learning 
styles (DeSchiffart Marcogliese & Vandyk 2019). One of the present study participants, in her leadership 
role, provides a lengthy classroom and clinical orientation to new nurses in efforts to supplement 
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shortcomings in baccalaureate nursing programs. Participants also recommend formalized mentorship 
programs for new nurses, as these relationships were significant in their transition from student to 
nurse. Zauszniewski (2009) described the mentorship relationship to be one where “the focus of the 
learning moves from knowledge transfer and acquisition to critical reflection and application” (p.113), 
where mentees subsequently become mentors. According to Po-kwan Siu & Sivan (2011), mentorship 
can inspire intrinsic interest in the PMHN profession and enhance therapeutic relationship tools. It is 
important that mentors are voluntary, educated, and supported by their organization for quality and 
satisfaction to be of value (Andrews & Wallis, 2001). Mentorship programs can be formally established 
and supported by onboarding organizations as a possible recruitment incentive for PMHNs. It is also 
recommended formal education is provided by onboarding organizations to new graduate nurses about 
role transition to recognize and normalize how to manage scenarios that may come with the change in 
role identity (Duchscher, 2009).   
A recommendation from the present study is for education to be offered to non-mental health 
nurses to address clinical knowledge and application gaps, negative attitudes about MHA, and enhance 
intra-professional relationships with PMHNs. For non-mental health nurses, there is a dearth of 
literature dedicated to identifying and addressing deficits in MHA practice competencies and the impact 
it has on the care outcomes for persons with MHA concerns. This is an area for further research that is 
urgently required as findings in this current study suggest this may be a significant problem. Ross and 
Goldner (2009) encouraged candid dialogue at leadership and educational levels, such as with nursing 
administrators and educators in continuing education programs. While it may be uncomfortable, every 
nurse should engage in personal reflection on their beliefs, attitudes, and actions when it comes to MHA 
(Ross & Goldner, 2009). Providing education and a narrative regarding the PMHN role, skills, and 
expertise (Delaney, 2012; Natan et al., 2015; Waddell et al., 2020) may also be a valuable research 
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opportunity to further explore interventions with non-mental health nurses to address associative 
stigma.  
Disciplinary Advancement of Psychiatric Mental Health Nursing 
PMHN educators can advance the specialty, inform curriculum changes, and enhance credibility 
(Morrisette, 2011).  The Board of Directors of the Australian College of Mental Health Nurses observed 
the under-representation of PMHN faculty members in comprehensive baccalaureate nursing programs 
(Happell et al., 2020). They argued that the lack of PMHN expertise in academia dismisses the unique 
practice abilities of the PMHN. They also stated, “mental health skills, expertise and positive attitudes 
are essential for the message of holistic nursing practice to be embraced by nursing students and 
practiced in the future regardless of the setting they work in” (Happell et al., 2020, p.43). Furthermore, 
the findings in the present study suggest experienced and expert clinical PMHNs in academia can foster 
enhanced interest in the specialty in future nurses and improve negative attitudes towards the MHA 
population. For enhanced success, mentorship has also been suggested for PMHNs transitioning from 
clinical work into academia (Morrisette, 2011).  
 A vision to enhance the profession includes enhancing clinical practice capacities. Participants 
were optimistic for future MHNP designation across Canada, as regulation for this is only available in 
Quebec presently. Other clinical capacities are currently available but difficult to access, such as 
psychotherapy practice, which requires proper training and supervision to meet regulatory standards 
under the Regulated Health Professions Act (1991) and the Nursing Act (1991). Another under-occupied 
area for PMHNs to fill is primary care. Certainly, PMHNs already function in some aspects of primary 
care; however, this is location- and resource-dependent. Descriptions from participants suggest a more 
delineated and funded role, such as in integrative care models as available in the United States (Weiss et 
al., 2010). In this role, the PMHN is “bilingual” (Hurley et al., 2008); bridging mental and physical health; 
as a clinician providing holistic care to patients; as partners and educators to primary care providers 
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(Weiss et al., 2010), and as a liaison between primary care providers and consultant psychiatrists. One 
participant suggested the primary care PMHN could potentially reduce emergency department visits, 
endorsing there to be more time available to dialogue with the patient than what general practitioners 
have to offer. Furthermore, there may be value in having a PMHN see patients who are referred to 
psychiatry, of which waitlists vary by location and type of MHA care required. These areas of 
opportunity that emerged from participants are dependent on acquiring personnel, funding, education, 
and a general belief in stakeholders that the specialty holds value. Further research can be done with 
costs, benefits, satisfaction, and care outcome analyses in areas where these roles have already been 
implemented, and consideration should be made for pilot projects with publication and subsequent 
replication studies, where successful.  
Strengths and Limitations 
A limitation is participant homogeneity. All participants identified as female as recruitment 
efforts for persons of other genders were unsuccessful. Gender differences might yield different 
perspectives and outcomes. Certainly, there would be value in repeating this study with males and non-
binary individuals as there may be added layers of prejudice, discrimination and privilege not noted in 
the present study. The ethnic background of participants was also not explored. While these may be 
considered limitations, the usefulness of this study is not to be dismissed as each participant brings a 
unique perspective as a person, past student, new nurse and expert PMHN. It aligns with the 
philosophical underpinnings of ID, where there are “multiple constructed realities that can only be 
studied holistically. Thus, reality is complex, contextual, constructed, and ultimately subjective” (Thorne 
et al., 2004, p. 3). The study did seem to attract PMHNS who have passion for the profession, as all but 
one has sought out specialized certification or post-grad education. The beliefs, opinions, and 
experiences of other PMHNs are yet to be explored, namely, on units where custodial care may still 
occur to this day. Their perceptions and experiences may differ and potentially even contradict those 
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who participated in this study. Finally, false interpretation may occur due to the volume of data and the 
level of experience of the primary researcher (Thorne, 2016).  
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Chapter 6: Summary and Conclusion 
Interpretive Description was used to explore and understand the perspectives of PMHNs in their 
experiences, receiving educated in comprehensive baccalaureate nursing programs in Ontario. The goal 
of this research was to explore and interpret PMHNs perceptions of the adequacy of this education for 
preparation for psychiatric mental health nursing and the impact it had on their transition into nursing 
and their experiences as PMHNs.  
 Participants who are practicing PMHNs provided a detailed recall of their educational 
experience. They shared narratives of their experiences as PMHNs and their beliefs about the 
relationship between these and the nursing curriculum. Three themes emerged: inconsistent and 
inadequate preparation, experiencing unique challenges, and PMHNs want change. Subthemes were 
used to explore and delineate the meanings of each theme.  
 Meanings were discussed and integrated with literature under the headings of inadequate 
preparation, entering practice cultures, overcoming unique challenges, the expert PMHN, emotional 
burden, and recommendations. Findings that emerged in an applicable way were described, and areas 
for future research were noted in this under-explored topic. The information, interpretation, and 
meanings gathered from this study shed insight into the experiences of PMHNs as they transitioned to 
practice with inconsistent (and for some, inadequate) preparation for practice. They continue to have 
challenges with observing stigma, experiencing associative stigma and inconsistencies in role 
identification; and yet also demonstrate resiliency, motivation, and passion for becoming experts. 
Emotional stress emerged as an unexpected finding as they described aspects of their roles. 
Recommendations were provided for universities, health care organizations, the PMHN profession, and 
health care governing bodies. The findings of this study will be used to enhance dialogue within the 
nursing profession, inform nursing curriculum and professional practice change, and ultimately improve 
the outcomes of the experience of both PMHNs and the patients they serve.    
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 In conclusion, this study contributes insights into the perceptions Ontario PMHNs have of their 
baccalaureate nursing preparation and the impact it has on their experiences and capacity to practice. 
The recommendations for future research are integral to ensuring that necessary changes are well 
informed. These include the relationship between inadequate educational preparation for practice and 
emotional stress (such as compassion fatigue and burnout) on PMHNS, as well as interventions on 
stigma and associative stigma in practicing non-mental health nurses. Further recommendations for 
future research include PMHN role development, such as the use of the PMHN in integrative primary 
care.   
Disseminating these findings towards PMHNs can validate their experiences and potentially 
reignite the passion needed to become a competent PMHN, perhaps inspiring advancement into areas 
of leadership, clinical practice, academia, and research. Mental health literacy and the capacity to 
participate in the care of persons with MHA concerns is a requirement for every RN. Hence, the 
disciplinary relevance (Thorne, 2016) is significant, as the application for further study may extend 
beyond the PMHN to the entire provincial nursing body. These findings can also help guide 
baccalaureate curriculum development, inform PMHN onboarding practices with health care 
organizations, and contribute to decisions at regulatory and governing body levels with regards to 
expertise, scope, and models of care. Publication and conference presentation will add to the body of 
knowledge on MHA education in comprehensive baccalaureate nursing programs and the experiences of 
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Appendix B: Sample Interview Questions 
Questions likened to those listed below will be utilized in the interview process.  
1.   Please describe your nursing undergraduate educational experience with mental health and 
addictions populations. 
2.   How did you decide to become a mental health nurse?  
3. What was the transition into mental health nursing like?  
4.  Please share with me your perspective on the baccalaureate nursing education system and the 
preparedness you have personally felt as it pertains to competency to practice and scope. What is 
your day to day work like and how did you come to practice in that way? 
5. What are your experiences with nurses new to mental health nursing and their ability to work in 
this specialized industry? 
6. In your experience, how does the preparation received in nursing undergraduate programs 
impact mental health patients and the care they receive?  
7. How does the preparation receive in nursing undergraduate programs impact capacity to 
practice in interprofessional teams within the mental health industry or with other care areas? With 
other nursing groups? 
7. In your experience, what is needed to be maintained, improved upon, or completely changed 
within the undergraduate baccalaureate nursing curriculum for nursing students to be adequately 
prepared to transition to mental health nursing? 
9.  What is your experience with other nursing care areas? What similarities and differences do you 
notice about the role of the nurse in those areas in comparison to mental health nursing? 
10.  Where do you see the role of the mental health nurse evolving in the future? 
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Appendix C: Memo Template 
 
 






Participant Code:        Date:  
       Time:  
Interview Notes: 
 































Appendix D: Letter of Invitation to Mental Health Registered Nurses 
 
Experiences of Mental Health Registered Nurses from Ontario:  
Perspectives on Preparation for Practice- A Research Study 
 
Addressee:         Date:  
 
My name is Tara Endeman, and I am a student of Brandon University’s Master of Psychiatric Nursing 
program and a psychiatric mental health registered nurse in Ontario. I am conducting a research study 
under the supervision Dr. Penny Tryphonopoulos about how psychiatric mental health RNs in Ontario 
view their baccalaureate nursing preparation for practicing in speciality of mental health and addictions. 
You have received this letter as an invitation to voluntarily participate in the study and contribute to the 
conversation about preparation for practice in this unique setting.   
 
I am looking for interested persons who are: 
1. in good standing with the College of Nurses of Ontario as a Registered Nurse 
2. completed their nursing degree at an accredited Ontario university/college program  
3. currently practicing as; and have a minimum of two (2) full-time years’ experience as a 
psychiatric-mental health Registered Nurse in Ontario 
 
Study Details 
During the course of this study, I will be conducting individual interviews and seeking feedback on 
themes as the study progresses. Participation is completely voluntary. If you decide to participate, you 
can withdraw at any time. We can meet in person at your chosen location or communicate by 
telephone, depending on your preference. To maintain confidentiality, your name would not appear in 
the thesis or reports resulting from this study, as I will be replacing it with a code that only I have access 
to. To support the findings of this study, quotes will be used but thinned to avoid accidentally identifying 
you. All paper field notes collected will stored and locked at my primary residence and then 
confidentially destroyed and all electronic data erased five (5) years after the completion of study. 
Finally, only myself, a paid transcriptionist (who will sign a confidentiality form) and my advisor, Dr. 
Penny Tryphonopoulos in the Faculty of Health Studies at Brandon University who will have access to 
any of the research materials used. Risks in this study are minimal. At the end of this study, knowledge 
will be disseminated by publication and at presentations at relevant conferences.  
 
The plan for this study has been reviewed for its adherence to ethical guidelines and approved by BUREC 
at Brandon University.  For questions or concerns regarding ethical issues or conduct of research, 
contact the Research Ethics Office at (204) 727-9712 or email at burec@brandon.ca. 
 
Contact Information: 
If you have any questions regarding this study or would like additional information to assist you in 
reaching a decision about participating, or if you would like to accept the invitation to participate, you 
may contact me at ENDEMAT11@brandonu.ca. You may also contact my supervisor, Dr. Penny 
Tryphonopoulos at tryphonopoulosp@brandonu.ca 
 
I believe that you have unique understandings and experiences that can contribute to both psychiatric-
mental health nursing and the greater nursing profession. Knowledge and information generated from 
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this study may help the mental health nursing population, the general nursing population, nursing 




Tara Endeman RN, BN, CPMHN(C) 
MPN Candidate  




Penny Tryphonopoulos, R.N., B.N., M.N., PhD 
Assistant Professor 






Appendix E: Email Request to CNA 
 
To Whom It May Concern:      Date: 
 
This email is a request for assistance from the Canadian Nurses Association for my Master’s thesis 
project at Brandon University, Manitoba under the supervision of Dr. Penny Tryphonopoulos. The title of 
my research project is “Experiences of Mental Health Registered Nurses from Ontario: Perspectives on 
Preparation for Practice”. 
 
The purpose of this study is to explore and interpret psychiatric-mental health Registered Nurses 
(PHMN) perceptions of their generalist undergraduate preparation for mental health nursing and their 
experiences as mental health nurses in Ontario.  Knowledge and information generated from this study 
may help the mental health nursing population, nursing researchers, educators, nursing curriculum 
developers and perhaps even guideline developers. It is my hope to connect with PMHNs from Ontario 
to invite them to participate in this research project. I believe that the participants have unique 
understandings and experiences that can contribute to both psychiatric-mental health nursing and the 
greater nursing profession. Your involvement in communicating to the PMHN population (to mental 
health certified nurses) the invitation to participate in the study will greatly improve success in recruiting 
a diverse group of participants from different employers with degrees at various universities.  
 
Please see the attached letter of invitation to mental health nurses to participate for more details.  
 
If you have any questions regarding this study or would like additional information to assist you in 
reaching a decision about communicating this research, you may contact me at 
ENDEMAT11@brandonu.ca or may also contact my supervisor, Dr. Penny Tryphonopoulos at 
TRYPHONOPOULOSP@brandonu.ca 
 
I hope that the results of my study will be beneficial to the nursing community. I very much look forward 
to collaborating with you and thank you in advance for your assistance with this project.  
Yours sincerely, 
 
Tara Endeman, RN, BN, CPMHN(C) 
MPN candidate 
Faculty of Health Studies 
Brandon University 
 
Penny Tryphonopoulos, R.N., B.N., M.N., PhD 
Assistant Professor 






Appendix F: Electronic Request to the Registered Nurses Association of Ontario 
 
To Whom It May Concern:      Date: 
 
This email is a request for assistance from the Registered Nurses Association of Ontario for my Master’s 
thesis project at Brandon University, Manitoba under the supervision of Dr. Penny Tryphonopoulos. The 
title of my research project is “Experiences of Mental Health Registered Nurses from Ontario: 
Perspectives on Preparation for Practice”. 
 
The purpose of this study is to explore and interpret psychiatric-mental health Registered Nurses 
(PHMN) perceptions of their generalist undergraduate preparation for mental health nursing and their 
experiences as mental health nurses in Ontario.  Knowledge and information generated from this study 
may help the mental health nursing population, nursing researchers, educators, nursing curriculum 
developers and perhaps even guideline developers. It is my hope to connect with PMHNs from Ontario 
to invite them to participate in this research project. I believe that the participants have unique 
understandings and experiences that can contribute to both psychiatric-mental health nursing and the 
greater nursing profession. Your involvement in communicating to the PMHN population (via the Mental 
Health Nursing Interest Group) the invitation to participate in the study will greatly improve success in 
recruiting a diverse group of participants from different employers with degrees at various universities.  
 
Please see the attached letter of invitation to mental health nurses to participate for more details.  
 
If you have any questions regarding this study or would like additional information to assist you in 
reaching a decision about communicating this research, you may contact me at 
ENDEMAT11@brandonu.ca or may also contact my supervisor, Dr. Penny Tryphonopoulos at 
TRYPHONOPOULOSP@brandonu.ca 
 
I hope that the results of my study will be beneficial to the nursing community. I very much look forward 
to collaborating with you and thank you in advance for your assistance with this project.  
Yours sincerely, 
 
Tara Endeman, RN, BN, CPMHN(C) 
MPN candidate 
Faculty of Health Studies 
Brandon University 
 
Penny Tryphonopoulos, R.N., B.N., M.N., PhD 
Assistant Professor 



















Appendix G: Social Media Recruitment Request 
Request on MHNIG Facebook Group  
To Whom It May Concern:  
This message is a request for assistance in recruiting for my Master’s thesis project at Brandon 
University, Manitoba under the supervision of Dr. Penny Tryphonopoulos. The title of my research 
project is “Experiences of Mental Health Registered Nurses from Ontario: Perspectives on Preparation 
for Practice”.  
The purpose of this study is to explore and interpret psychiatric-mental health Registered Nurses 
(PHMN) perceptions of their generalist undergraduate preparation for mental health nursing and their 
experiences as mental health nurses in Ontario. Knowledge and information generated from this study 
may help the mental health nursing population, nursing researchers, educators, nursing curriculum 
developers and perhaps even guideline developers. It is my hope to connect with PMHNs from Ontario 
to invite them to participate in this research project. I believe that the participants have unique 
understandings and experiences that can contribute to both psychiatric-mental health nursing and the 
greater nursing profession. Your involvement in allowing me to communicate to the PMHN population 
the invitation to participate in the study will greatly improve success in recruiting a diverse group of 
participants from different employers with degrees at various universities.  
Please see the attached letter of invitation to mental health nurses to participate for more details.  
If you have any questions regarding this study or would like additional information to assist you in 
reaching a decision about communicating this research, you may contact me at 
ENDEMAT11@brandonu.ca or may also contact my supervisor, Dr. Penny Tryphonopoulos at 
TRYPHONOPOULOSP@brandonu.ca  
I hope that the results of my study will be beneficial to the nursing community. I very much look forward 
to collaborating with you and thank you in advance for your assistance with this project.  
Yours sincerely,  
Tara Endeman, RN, BN, CPMHN(C)  
MPN candidate  
Faculty of Health Studies  
Brandon University  
 
Penny Tryphonopoulos, R.N., B.N., M.N., PhD  
Adjunct Professor Faculty of Health Studies  






Appendix H: Participant Information and Consent Form 
Individual Interview 
Title: Experiences of Psychiatric- Mental Health RNs in Ontario: Perspectives on Preparation for Practice 
  
Contact Information 
Principal Investigator: Tara Endeman RN, BN, CPMHN(C) 
   Master of Psychiatric Nursing Student 
   Brandon University 
   Contact: ENDEMAT11@brandonu.ca or (416) 557-6530 
Supervisor:   Penny Tryphonopoulos 
   tryphonopoulos@brandonu.ca 
   
Invitation 
You are being invited to participate in research study. Please take the time to carefully read this consent 
form so that you understand what your participation will involve. This form is only part of the process of 
informed consent. It should give you a basic understanding about the research and your involvement as 
a participant throughout the process. Please ask any questions you may have about the study if you 
would like more detail than the information provided here. You will receive a copy of this form. Please 
note,  participation is voluntary. You are not obligated to participate. 
 
Background 
Psychiatric Mental Health RNs in Ontario receive inconsistent access to preparation for mental health 
nursing practice in their generalized baccalaureate nursing programs. There is a large gap in the 
literature on how this impacts the practice and experiences of these nurses. 
 
What is the purpose of the study? What type of study is it? 
The purpose of this study is to explore the perspectives of Psychiatric Mental Health RNs in Ontario 
regarding their undergraduate preparation for nursing in the area of mental health and addictions. 
Further, we are hoping to gain insight into how their preparation impacts their transition into mental 
health nursing and their experiences as Psychiatric Mental Health RNs.  
This study is qualitative in nature, by interviewing participants individually. The data will be collected 
and analysed for themes. Preliminary themes will be communicated back to the participants for 
feedback.  
 
What is my role as participant? 
• You will be interviewed by the principal researcher individually at your chosen location or by phone. 
This could be at a café, at home, or on a video conference. This interview is expected to be 60 to 90 
minutes, but may be less. Sample type of questions you will be asked will be similar to and include:  
o Can you describe to me your nursing undergraduate educational experience with the mental 
health and addictions populations? 
o What was the transition into mental health nursing like? 
o What is your perspective on the baccalaureate nursing education system and the 
preparedness you have personally felt as it pertains to competency to practice and scope? 
• The interview transcription will be sent to you for your review and to provide feedback regarding 
accuracy. Participants will have two (2) weeks of receiving the transcribed interview to provide 
feedback.  
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• The provisional findings will be sent to you for your review and to provide feedback on prior to 
finalizing patterns and themes. Participants will have four (4) weeks of receiving the preliminary 
themes to provide feedback, should they wish to. This communication will happen by email, using 
the confidential email address provided to the principal investigator by Brandon University 
 
What are the potential benefits to the study? 
Potential benefits to the psychiatric nursing population includes interprofessional familiarization of 
experiences, recommendations to professional nursing bodies, educational institutions and psychiatric 
mental health nursing employers. Personal benefits from participating in this study cannot be 
guaranteed.  
 
What are the potential risks to you as a participant?  
The potential risks are low and it is unlikely that participating in this research will result in harm. If any 
discomfort arises during your recollection of events or experiences, you may skip any questions asked or 
stop participation temporarily or permanently. At any point throughout the research process, should 
any questions or concerns that relate to your decision to continue or withdraw from the study, the 
principal author will respond within forty-eight (48) business hours. Should you elect to drop out after 
the interviews are done, the data gathered from your interview will be excluded, up to six (6) weeks 
after interview date. After that, withdrawing from the study will be no longer an option. Your choice of 
whether or not to participate will not influence your future relations with Brandon University or the 
principal investigator, Tara Endeman, involved in the research.  
 
How is confidentiality maintained? 
All identifying information will be removed on all the research documents. Your name will be replaced 
with a code (for example, RN01, RN02) and all documents relating to the study will be stored at the 
primary residence of the principal investigator in a locked cabinet.  A code assigned to each participant 
will be locked at the primary residence of the principal investigator and only be viewable by the principal 
investigator. You will be recorded on a digital recorder identifying you by your code and all recordings 
will be held on a password encrypted flash drive. Recordings will be transcribed by a paid 
transcriptionist who will sign a confidentiality release. You have the right to request, review and edit any 
recordings and transcripts.  
Pseudonyms of names and institutions will be used when the results are disseminated, and data slices 
will be thinned in order to respect confidentiality. The information you provide will be destroyed five (5) 
years after completion of study. Dissemination of data will be through publication in an academic 
journal and at knowledge-sharing events such as conferences.  
As the principal investigator is a member of the College of Nurses of Ontario (CNO), any disclosure of 
mandatory reportable nursing actions or activities will be alerted to the CNO or other respective 
reporting bodies (such as Family and Children Services or local authorities) as determined by legislation. 
More information on reportable offenses is available on their website: 
http://www.cno.org/globalassets/docs/ih/42006_fsmandreporting.pdf. 
 
Are there Costs or Compensations in Participating? 
In the event that you suffer an injury as a result of participating in this research, no compensation will be 
provided to you by the researchers or Brandon University. You still have your legal rights, and nothing 
written in this consent form alters your right to seek damages.  
The principal investigator will cover or reimburse any costs related to refreshments during the interview 
(such a non-alcoholic beverage) depending on location of interview. As the principal investigator is 
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adaptable to location of participant choice for interview, costs for transportation, parking, etc. will not 
be reimbursed to participant.  
 
There are no conflicts of interest to report for this study on the part of the investigators or Brandon 
University. There is no possibility of commercialization of research findings.  
 
CONFIRMATION OF AGREEMENT 
Your signature below indicates that you have read the information in this agreement and have had a 
change to request more information or ask further questions regarding this study. Your signature also 
indicates that you are agreeing to participate in this study and have been told that you can change your 
mind and withdraw your consent to participate at any time. You have been given a copy of this 
agreement. You have been told that by signing this agreement you are not giving up any of your legal 
rights.     
                 ___________________ 
         Date    
_________________________________  ______________________________________ 
Name of Participant (please print)        Signature of Participant    
 
I would like to review my interview transcript:   Yes           No   
I would like to review the final themes and provide feedback:   Yes          No   
Consent signatures affirm:  
I have read all 4 pages of this consent form. I have had a chance to seek clarification, ask questions and 
have received satisfactory responses to all of my questions. I understand that I have not waived any of 
my legal rights as a study participant. I understanding that I may refuse to participate at any point during 
and after the interview, however my data will be included 6 weeks after my interview. I understand that 
I will be provided a copy of my consent form for my personal records. I agree to be audio-recorded for 
the purposes of this study. I understand how these recordings will be stored and destroyed. I agree to 
participate in this study. 
 
____________________________________________________        ___________________ 
Signature of Participant                 Date 
_____________________________________________________       ___________________ 
Signature of Principal Investigator           Date 
The plan for this study has been reviewed for its adherence to ethical guidelines and approved by BUREC 
at Brandon University.  For questions or concerns regarding ethical issues or conduct of research, 









Participant Name: _____________________________  DOB:_______________ 
 
Gender:    M          F         Other   Baccalaureate Graduate Year: _____________        
 
Baccalaureate Nursing Program:_______________________________________________  
 
Nursing Practice Experience (years, type, location): 
_____________________________________________________________________________________
_______________________________________________________________________Current Practice 
(role title and location): 
______________________________________________________________________________ 





I verify the above information to be true up to and including the date of this interview and completion of 
this form: 
 
________________________________  ____________________________________ 








   
This box is to be completed by the study investigators only. 
 
Date of Interview: 
 
Location of Interview:  
 
Member Code:  
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Appendix J: Transcriptionist Confidentiality Agreement 
 




I, ____________________________________, the transcriptionist, have been hired to transcribe 
interviews for the above titled study.  
 
I agree to: 
 
1. keep all the research information shared with me confidential by not discussing or sharing the 
research information in any form or format (e.g., recordings, transcripts) with anyone other than 
Tara Endeman, Principal Investigator. 
 
2. keep all research information in any form or format (e.g., recordings, transcripts) secure while it 
is in my possession. 
 
3. return all research information in any form or format (e.g., recordings, transcripts) to the Tara 
Endeman when I have completed the research tasks. 
 
4. after consulting with the Tara Endeman erase or destroy all research information in any form or 





Name of Transcriber(please print) 
 
_____________________________________________________        ___________________ 
Signature of Transcriber           Date 
 
_____________________________________________________        ___________________ 
Signature of Principal Investigator            Date 
 
 
The plan for this study has been reviewed for its adherence to ethical guidelines and approved by BUREC 
at Brandon University.  For questions or concerns regarding ethical issues or conduct of research, 








Appendix L: List of Abbreviations 
 
RN- Registered nurse 
PMHN- Psychiatric mental health registered nurse 
MHA- Mental health and addiction 
MHCC- Mental Health Commission of Canada 
NP- Nurse Practitioner 
CNO- College of Nurses of Ontario 
CASN- Canadian Association of Schools of Nursing 
CFMHN- Canadian Federation of Mental Health Nurses 
RNAO- Registered Nurses Association of Ontario 
MPN- Master of Psychiatric Nursing  
MHNP- Mental Health Nurse Practitioner 
ID- Interpretive Description 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
